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THE USE OF HYDROCORTISONE 
DURING ANESTHESIA, SURGERY AND 
THE POST-OPERATIVE PERIOD 


WI1LuiAM S. How.anp, M. D. 
New York, N. Y. 


The introduction of the rapidly acting soluble 
forms of hydrocortisone for intravenous admin- 
istration has provided the anesthesiologist with 
a valuable adjunct to his armamentarium. Ap- 
proximately eighty per cent of the corticoste- 
roids found in the adrenal venous blood is hy- 
drocortisone and the administration of this 
agent represents a physiologic replacement for 
adrenal cortical insufficiency which may occur 
during operation or anesthesia.', # Hellman 
has demonstrated that irrespective of the 
amount of hydrocortisone given over a 30 
minute period, seventy-five per cent of the ma- 
terial or its breakdown products is demonstrated 
in urine or stool within 24 hours.? There is, 
thus, a rapid excretion of hydrocortisone which 
makes the drug relatively harmless if given in 
excessive amounts, since its presence in the 
body and its metabolic effects are of short dura- 
tion. In patients with liver disease care should 
e taken that excessive amounts of hydrocorti- 

me are not administered because of the pro- 
mgation of the rate of its inactivation in this 
ondition. Depression of adrenal cortical activity 

a possibility. Rukes, et al have shown that 
ie intravenous infusion of 100 mg. of hydro- 
ortisone for 8 hours will produce transient evi- 
ence of adrenal cortical suppression which is 
"10st apparent during the third eight-hour period 
‘ter discontinuing the infusion.4 Therefore, 

patients who require hydrocortisone in the 
erative period the advisability of longer main- 
tenance therapy with cortisone with the gradual 


reduction of the daily dose should be con- 
sidered. 


The therapeutic use of hydrocortisone dur- 
ing anesthesia and operation is suggested in the 
following conditions. 1) Patients who have re- 
ceived large amounts of blood, which is con- 
sidered to have been adequately replaced, failed 
to respond to vasopressors, and in whom the 
hypotension persists. 2) Patients in whom the 
adrenal gland has been removed surgically, as 
in operations of bilateral adrenalectomy for 
metastatic carcinoma or for malignant hyper- 
tension. 3) Patients who have had a history of 
previous anesthesia difficulties especially pro- 
longed awakening times or prolonged hypoten- 
sion. 4) Patients who have had several opera- 
tions in the recent past. 5) Patients who have 
received cortisone previously for prolonged 
periods but have had it recently discontinued 
with the development of iatrogenic adrenal in- 
sufficiency. 6) Patients with known Addison’s 
disease who may have been prepared pre-opera- 
tively with cortisone but who developed hypo- 
tension of an unexplained origin during the 
anesthesia and surgical procedure. 7) Patients 
who do not react from anesthesia as rapidly as 
expected, especially, those with respiratory de- 
pression and hypotension. 


Case 1—R. S. (Figure 1). A 57 year old female, 
blood pressure 170/100, hemoglobin 14.2, diagnosis, 
recurrent carcinoma of the rectum involving bladder. 
Operation, total pelvic exenteration. Blood pressure in 
180/100, pulse 90, respiration 20. 


operating room 
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Figure 1 


Anesthesia—ether analgesia. This was an extensive 
procedure requiring large amounts of blood replace- 
ment. She received 8000 ml. of blood in the first two 
hours and forty-five minutes of operation. Despite 
what was believed to be adequate blood replacement 
great difficulty was experienced in maintaining the 
blood pressure. An additional 500 ml. of blood was 
started which still elicited no adequate response in 
the blood pressure and at this time 100 mg. of hydro- 
cortisone diluted in 500 ml. of five per cent dextrose 
in water was started. Within ten minutes there was a 
response in the blood pressure which was still below 
pre-operative levels (Figure 1). In the recovery room 
the patient failed to maintain the expected blood pres- 
sure and another 100 mg. of hydrocortisone was 
given intravenously. This produced an immediate re- 
sponse in the blood pressure which approached levels 
which had been seen pre-operatively and the patient 
continued with an uneventful post-operative course. 
Case 2—E. L. (Figure 2). A 17 year old female, 
blood pressure 130/96, hemoglobin 15.7, diagnosis, 
recurrent neurosarcoma of left neck. Patient was 
taking 0.5 grain of dessicated thyroid (Proloid) four 
times a day for hypothyroidism. Operation, left radical 
neck dissection. Anesthesia thiopental (Pentothal) ni- 
trous oxide oxygen, endotracheal. Approximately two 
hours after the start of anesthesia and with adequate 
blood replacement this patient exhibited an increasing 
tachycardia with sudden disappearance of the blood 
pressure (Figure 2). There was no response to twenty 
mg. of Vasoxyl (methoxamine) intravenously or to 
procaine injection of the carotid bulb. The possibility 
of a tension pneumothorax was entertained but was 
disproved. After 15 minutes an infusion of 100 mg. 
of hydrocortisone was started intravenously. When 200 
ml. of the solution had been administered and ap- 
proximately five minutes after the start of the infusion 
the blood pressure became perceptible at 170/110 and 
the pulse fell to approximately 84 beats per minute. 
Post-operatively the tachycardia recurred without hy- 
potension. This tachycardia did not respond to cedi- 
lanid or digitoxin. On the fifth post-operative day the 
pulse was returned to pre-operative levels. No cause 


for this tachycardia was discovered although the pos- 
sibility of hyperthyroidism was not disproved. 

Case 3—S. L. Male, age 55, blood pressure 100/60. 
hemoglobin 17.7. Operation, hydrocelectomy and ex- 
ploratory laporatomy. This patient arrived in the 
operating room with a blood pressure of 100/60 and 
a pulse of 70 which was maintained with slight varia 
tions throughout the three hour operation. At the 
time of the hydrocelectomy the fluid was found to con 
tain a large amount of chyle. It was the opinion of the 
surgeons that the abdomen should be explored and 
consequently the anesthesia which had been main 
tained with Pentothal and nitrous oxide oxygen was 
changed to ether. The patient received ether inter 
mittently for approximately one hour. It was believed 
that the patient was in a light plane of anesthesia 
throughout. The operation proceded uneventfully until 
the patient was returned to the recovery room. In 
the recovery room after one hour and a half the 
patient’s respirations were depressed, the color was 
poor and he had failed to respond from the anesthesia 
In the belief that this may have been a manifestation 
of adrenal cortical insufficiency, 100 mg. of hydro 
cortisone were added to 500 ml. of five per cent dex 
trose in water and given intravenously. Within ten 
minutes the patient had awakened, become pink and 
the respirations had increased in depth. Fifty milli 
grams of cortisone b.i.d. were given for the next two 
days and then discontinued. The patient had an un 
eventful post-operative course. 


E.L. LEFT RADICAL NECK DISSECTION 












o2 
200- oo 
c 
° 
2 60h as 
> 
a 
! 
2 '20- 
3 c 
o a 
& 80h E§ 
3 $ . Blood <8 aS 
° @ 00 Se a®@e 
= ca > 
Q >=zr c 
1 i il lj _J 
o 1 2 4 a 
HOURS 


Figure 2 


Case 4—R. M. A 52 year old female came to tie 
operating room with a blood pressure of 100/60. T'.¢ 
operation was a subtotal gastrectomy for gastric 
bleeding. The operation proceeded uneventfully f 'r 
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the first two and one half hours at which time the 
patient developed a tachycardia and hypotension. At 
this time 2500 ml. of blood had been replaced, which 
was more than the measured loss. It was believed 
that this hypotension might have been a manifestation 
of acute adrenal insufficiency and 100 mg. of hydro- 
cortisone was given rapidly in 500 ml. of dextrose and 
water. Some response was evoked but the patient still 
remained sewerely hypotensive. Additional blood was 
started with no response. The patient failed to respond 
to vasopressors and there was considerable doubt as 
to the cause of the hypotension. The possibility of 
myocardial infarction was considered. At this time, 
however, the stomach was opened and found to con- 
tain over 1800 ml. of fresh blood. Immediately three 
pints of blood were administered rapidly with an in- 
stantaneous response in the patient’s blood pressure 
which was maintained throughout the rest of the 
operative course. 


C.C. LEFT RADICAL NECK DISSECTION 
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Figure 3 


Case 5—C. C. (Figure 3). A 54 year old female 
with a blood pressure 138/90 and hemoglobin 13 
grams. Patient had undergone a thyroidectomy four 
months before and had received two grains of desic- 
cated thyroid daily since then. The patient arrived in 
the operating room in an extremely apprehensive con- 
dition. Her blood pressure was 140/110 and her pulse 
rate was 120, on admission, 76. The operation was a 
left radical neck dissection requiring 500 ml. of blood 
which was considered to be adequate. Despite the 
administration of the blood the patient’s pulse con- 
tinued to rise until it was 140 beats per minute and 
the blood pressure fell to 120/100. Respirations were 
inchanged. The patient received 100 mg. of hydro- 
cortisone intravenously and in ten minutes the pulse 
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rate had fallen to 100 per minute and the blood pres- 
sure had returned to 140/100. Post-operatively the 
patient maintained a pulse in the neighborhood of 100 
beats per minute and a blood pressure of 120 to 
130/80. The patient received 50 mg. of cortisone 
b.i.d. for three days and had an uneventful post- 
operative course. 

Case 6—T. H. (Figure 4). A 55 year old female 
with blood pressure of 155/90, hemoglobin 14.6 
grams pre-operatively. Operation, bilateral adrenalec- 
tomy. She was prepared with 300 mg. cortisone i.m. 
for the twelve hours preceding the operation and 100 
mg. of cortisone orally the morning of operation. Four 
hours after the start of anesthesia the patient exhibited 
a hypotension of a rather marked degree which re- 
sponded slightly to vasopressors but again fell. Blood 
was administered at this time with some effect and a 
vasopressor was again given with some improvement 
in the blood pressure. However, the blood pressure 
continued to fall and the pulse rate increased until 
five hours after the start of anesthesia, the blood pres- 
sure was 60/40 and the pulse was weak, thready and 
barely obtainable. At this time 100 mg. of hydro- 
cortisone and 500 ml. of dextrose with water was 
given rapidly and within ten minutes a vasopressor 
effect was obtained which persisted throughout the 
remainder of the operation and in the recovery period. 
This patient received 50 mg. of cortisone i.m. every 
four hours for the first three days with gradual de- 
creasing doses until the maintenance dose of 50 mg. 
b.i.d. was obtained. 


TH. BILATERAL ADRENALECTOMY AND COPHORECTOMY 
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DISCUSSION 


The value of intravenous hydrocortisone in 
patients with hypotension which does not re- 
spond to blood replacement or vasopressors has 
been reported previously.4, 5 At the present 
time it represents a valuable method for com- 
bating some cases of so-called “irreversible 
shock”. As replacement therapy when the adre- 
nal glands are removed its value has been 
known for some time. Patients who are ade- 
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quately treated pre-operatively with at least 300 
mg. of cortisone before bilateral adrenalectomy 
often do not require the administration of hy- 
drocortisone during the operation or recovery 
period. However, in patients inadequately 
prepared the value of hydrocortisone in cases 
of hypotension occurring during this operation 


has been well documented.4 The use of 
hydrocortisone in patients who have failed to 
respond adequately from anesthesia especially 
with associated respiratory depression or hypo- 
tension has no clear rationale. However, it is 
known that patients who have adrenal cortical 
insufficiency respond poorly to stress and this 
may be a manifestation of this condition in pa- 
tients who have been subjected to the stress of 
anesthesia and operation. Similarly patients 
who have a history of previous anesthesia diffi- 
culties usually manifestated by prolonged awak- 
ening time or prolonged hypotension can be 
aided by the pre-operative administration of 
cortisone and the intra-operative or recovery 
room administration of hydrocortisone if the 
conditions warrant it. One of our cases who had 
considerably difficulty with previous anesthesias 
was found on the pre-operative visit to have the 
signs and symptoms of early Addison’s Disease. 
Adequate adrenal cortical replacement enabled 
this patient to undergo operation and surgery 
for the first time in her life without a stormy 
post-operative course. Patients who have had 
many operations in the recent past often are 
benefited by the administration of adrenal cor- 
tical hormones. Certainly the possibility of 
chronic adrenal exhaustion in these patients is 
not unlikely. The problem of the patient with 
iatrogenic adrenal cortical insufficiency has be- 
come a real one in the last few years. Today 
many patients are receiving cortisone or its 
analogues for asthma, rheumatoid arthritis, and 
other conditions. The period of discontinuance 
of the cortisone therapy which will lead to 
anesthetic difficulties has not been determined. 
In our experience it has occured in patients who 
had received long courses of cortisone which 
had been discontinued as much as four months 
previously. In patients with this history particu- 
lar care should be given to administer hydro- 
cortisone during the operation or in the post- 
operative period if unexplained hypotension or 
respiratory depression occurs. The development 





of adrenal cortical insufficiency in extremely ap- 
prehensive patients who may have subjected 
themselves to continuing worry for this period 
of time has occurred often enough for us to be 
alert for the development of signs of adrenal 
cortical insufficiency in these patients during 
operative procedures. 

Anxiety can cause the release of large 
amounts of epinephrine. The stimulation of the 
pituitary by the circulating epinephrine may 
lead to adrenal cortical discharge. This could 
in time cause adrenal cortical insufficiency. 
Anesthesiologists and surgeons are familiar 
with the patient who pre-operatively declares he 
is going to die during the operation. Although 
this seldom occurs the patients do exhibit severe 
and often prolonged hypotension during anes- 
thesia. The use of hydrocortisone in these cases 
should be considered. 


While the uses of hydrocortisone during anes- 
thesia have been quite beneficial abuses have 
occurred. Often hydrocortisone is given indis- 
criminately for hypotension without a previous 
evaluation of the causes of the hypotension, 
whether it be blood volume deficit or vasodili- 
tation. Hydrocortisone therapy should be re- 
served for patients who have responded neither 
to vasopressors nor blood replacement. The po- 
tential danger of intestinal perforation from the 
administration of hydrocortisone, which may be 
needless, is considerable. The adrenal cortical 
depression which may occur after only 100 mg. 
of hydrocortisone may be significant in the post- 
operative period if further cortisone therapy is 
not continued. 

Summary 
The use of hydrocortisone and other adre- 
nal cortical hormones as an adjunct to the treat- 
ment of hypotension, respiratory depression, 
and prolonged awakening time from anesthesia 
during and after surgical operations has been 
discussed. 
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ELECTROCARDIOGRAM 
OF THE MONTH 


HYPERPOTASSEMIA (HYPERKALEMIA) 


DaLe Groom, M. D. 
Charleston, S. C. 


Case Record—On admission to the hospital for 
treatment of acute pulmonary edema, a 67 year 
old man with advanced hypertension was found 
to have a low level of potassium in the blood— 
8.8 mg. per 100 ml. of serum. Potassium chlo- 
ride was ordered in a continuing oral dosage of 
2 gm. four times a day. The patient was digital- 
ized and showed prompt improvement with the 
usual therapy for congestive failure. Although 
urinalysis revealed a moderate albuminuria and 
microscopic hematuria, a blood urea nitrogen 
determination was within normal limits and the 
renal status was considered to be reasonably 
good. The electrocardiogram on the left side of 
the illustration is typical of several taken during 
his first week of hospitalization. 

During the second week the patient became 
somewhat confused mentally and manifested a 
persistent pulse irregularity. When his electro- 
cardiogram was observed to have changed re- 
markably as shown in the tracing on the right 
a serum potassium determination was obtained 
and found to be greatly elevated to 38 mg. 
(Concomitantly there had been a moderate in- 
crease in the blood urea nitrogen from 15 to 31 
mg., with the serum sodium level decreasing 
from 380 to 300 mg. since admission). The po- 
tassium chloride was immediately discontinued 
and the patient treated with intravenous saline 
and dextrose solutions and insulin. 


From the Department of Medicine, Medical 
College of S. C. 
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With restoration of electrolyte equilibrium 
the electrocardiogram was observed on the fol- 
lowing day to have reverted to its previous form, 
and no further changes appeared in subsequent 
tracings. When dismissed from the hospital the 
patient was essentially asymptomatic. 


Electrocardiogram—The tracing on the left side 
of the illustration, taken four days after admis- 
sion, shows a straightforward left bundle branch 
block with typical slurring and notching of the 
QRS complexes which measure 0.14 sec. in 
duration. As is usual in this type of conduction 
defect the T waves tend to be opposite in direc- 
tion from the main deflection of the QRS, best 
illustrated in leads I and III. The Q-T interval 
of 0.40 sec. is about at the upper limit of normal 
for men with this heart rate of 70. There is a 
regular sinus rhythm with prominent P waves 
which show some notching in lead III, and a 
normal P-R interval of 0.14 sec. 

Shown on the right side are the same electro- 
cardiographic leads with the potassium level at 
38 mg. (9.7 milliequivalents per liter). The 
rhythm has become irregular, intervals between 
beats corresponding to rates of about 60 to 100. 
P waves are now absent. The T waves and ORS 
complexes appear to have fused to form large 
biphasic deflections of considerably higher volt- 
age than in previous tracings. It appears in leads 
II and III that the ORS may be of about 0.24 
sec. duration with a markedly depressed S-T 
segment and high peaked T wave, although the 
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component waves are difficult to identify with 
certainty. The Q-T interval has increased to 
0.48 sec. due to the extreme spreading of the 
ORS complexes. To the bundle branch block, 
presumably, has been added an intraventricular 
block. Frequent ectopic beats from several ven- 
tricular foci were observed in other leads and 
other tracings on this patient. 
Discussion—An interesting and relatively new 
chapter in electrocardiography is that pertain- 
ing to electrolyte abnormalities. The ECG is 
often highly useful in uncovering an electrolyte 
imbalance for it is a test which is simple and 
easy to obtain and yields immediate results. Al- 
terations in serum potassium either above or 
below its normal range of approximately 16 to 
22 mg. /100 ml. (4.1 to 5.6 milliequivalents 
per liter) produce recognizable changes in the 
electrocardiogram. To some _ extent these 
changes are quantitative in that they tend to ap- 
pear in a sequence as the potassium level rises 
above normal. 

Generally, the following progression takes 
place. With minimal elevations of K there is an 


increase in amplitude and decrease in width of 
T waves, producing a characteristic peaked con- 
tour. An opposite effect is said to occur in the 
P waves which tend to become of decreased am- 
plitude and greater width. As the level ap- 
proaches 9 to 10 mEq. the P waves disappear 
completely due to auricular standstill. There 
may be depression of S-T segments, and an in- 
traventricular block of increasingly higher grade 
causes a spreading of the QRS complexes to the 
degree that they may become almost unrecog- 
nizable. At this point there is a prolongation of 
the Q-T interval as in hypopotassemia, the dif- 
ference being that in the latter condition there 
is no associated intraventricular block. Various 
ventricular arrhythmias also occur, often with 
frequent ectopic beats. T waves appear to fuse 
into the QRS complexes as illustrated here. 
Still higher potassium levels produce complete 
cardiac standstill which is said to occur in the 
range of 12 to 14 mEq. It is significant that in 
this patient the serum sodium level was ab- 
normally low, a situation which tends to accent- 
uate the affects of hyperpotassemia. 
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Appreciable elevations of serum potassium 
are rare in the presence of normal kidney func- 
tion. Liberation of large quantities of K by ex- 
tensive tissue breakdown such as occurs in 
burns, starvation, or hemolytic crises may tax 
the kidneys’ ability to excrete this ion as, of 
course, does administration of excessive quan- 
tities of K. Though not an excessive dose for 
replacement, and probably not too much for an 
adult with normal renal function to tolerate, the 


Familial Non-hemolytic Icterus. Baroody, Waddy 
G., and Shugart, Richard T. Am. J. Med. 20:314 Feb. 
1956. 


Familial non-hemolytic icterus is a distinct clinical 
eniity which probably occurs more frequently than is 
recognized. The patients exhibiting this syndrome will 
be found to have a hyperbilirubinemia, resulting from 
elevation of the indirect portion of the serum bilirubin. 
There is no anemia, no evidence of abnormal hemo- 
lysis, or liver function abnormality. 


Clinically, these individuals are asymptomatic, al- 
though a fluctuating degree of icterus occurs which 
seems unrelated to activity, diet, infection or age. 


This report deals in detail with a 19 year old Cauca- 
sian male who was referred because of jaundice noted 
by his associates. He showed clinical icterus without 
other physical defects. Laboratory studies were nor- 
mal. The indirect component of the serum bilirubin 
was elevated. Liver function was normal as evaluated 
by cephalin flocculation, thymol turbidity, BSP ex- 
cretion, alkaline phosphatase, and prothrombin time. 
Erythrocyte survival time (radiochromium technique ) 
was within normal limits. Bilirubin tolerance test re- 
vealed pronounced delay in bilirubin clearance. Sev- 
eral members of the patient’s family seemed to be in- 
volved by virtue of a history of fluctuating jaundice. 
Charts are included of the data collected on members 
of three generations of this family. All of the involved 
persons have been in good health and have continued 
to be well and active. 

The mechanism responsible for the hyperbilirubin- 
emia is thought to be a physiological defect of the 
liver cell membrane resulting in impaired clearance of 
serum bilirubin. The familial occurrence is thought to 
be transmitted by either sex as a mendelian dominant. 


The prognosis in familial non-hemolytic icterus is 
excellent. It is important therefore that it be dis- 
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KC1 given to this patient was inadvertently con- 
tinued far beyond the period of replacement. 
The hypertensive kidneys’ inability to excrete 
the excess potassium was manifested in the 
marked hyperkalemia, disclosing impairment of 
renal function which was not evident from the 
usual blood urea nitrogen determination. Initial 
clue of this electrolyte disturbance was provided 
by the electrocardiogram. 


tinguished from more detrimental diseases such as 
chronic hepatitis and chronic hemolytic anemia. 


Cancer Charlatanism, by Charles E. Horton, Hugh 
H. Crawford, Carter P. Maguire, Nicholas G. Geor- 
giade and Kenneth L. Pickrell. (South. M.J. 49:567- 
574, June 1956) 


Although doctors have long known about the dam- 
age done by quack cancer cures, they often lack 
specific clinical evidence to back them up. This evi- 
dence is produced in this article when case histories 
of 64 men and women are presented. These patients 
had first been treated by cancer quacks and then, 
uncured, had gone to Duke Hospital for curative 
treatment. Of the 64 patients studied in this series, 
10 probably never had cancer, 27 had cancer but 
suffered unnecessarily in pain and mutilation because 
of the cancer quack treatment and, finally, 27 died 
because, by the time they were seen, their cancers 
had reached the inoperable stage. This article is 
liberally supplied with many stark photographs show- 
ing the appearance of many of these patients on their 
arrival. 


The various remedies used by the cancer quacks 
are listed and the receipt given for each. These re- 
ceipts are treasured family secrets and are passed on 
from one generation to the next only after a strict vow 
of secrecy is taken by the relative. We were able to 
extract this receipt from a cancer quack only when 
he realized that he was about to die, and after we 
had promised him that it would be used as part of 
a medical write-up of cancer. 


Even though we realize that cancer charlatans 
have no scientific basis for the approach to their so 
called cancer cures, we certainly have a duty to in- 
vestigate each and every new professed cure for can- 
cer, even though it originates in a backwoods cabin. 
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CONGENITAL SOLITARY PELVIC 
KIDNEY: Report of a Case. 


Burorp S. CHAPPELL, M. D. 
Columbia, S. C. 


condition. Stevens, in 1937, collected 25 
cases from the literature, added 2 cases of 


his own and established a pattern for subsequent 
reporting of these cases. Beneventi, in 1950, re- 


viewed the 43 cases that he found in the litera- 
ture and added a case of his own. Borrell and 
Fernstrom, in 1954, found 22 additional cases 
and made an extensive study of the blood sup- 
ply of the kidney, by means of aortography, in 
a case of their own. Associated genital lesions 
were the common observations in all adequate- 
ly reported female patients; in the male, asso- 
ciated genital lesions were far less common. 


e— solitary pelvic kidney is a rare 


This paper adds an additional case to the 
literature. 
Case report 

A sixteen year old white girl was referred by an 
internist for urological study because of hypertension 
and pyuria, and was first admitted to hospital on Oc- 
tober 13, 1954. There was no further pertinent his- 
tory except for frequent tonsillitis. Menstrual his- 
tory was not unusual except for severe menstrual 
cramps. She was of medium stocky build, pale and 
acutely ill, but with no gross deformities. An irregular 
mass, the size of a normal kidney, was easily palpated 
in the left lower quadrant. The admission blood pres- 
sure was 160/110, but during her stay in the hospital 
it was to range from 80/45 to 160/110 without ap- 
parent cause and with a mild tendency toward hyper- 
tension. Her admission urinalysis showed a two plus 
albumen and 60-70 white blood cells in each high 
power field. The admission blood urea was 85.6 mg. 
per 100 ml. and the blood sugar was 110 mg. The 
hemoglobin was 90 percent and the white blood count 
7800, with a normal differential count. Cystoscopy on 
the day following admission showed a normal virginal 
external genitalia. The bladder showed moderate chro- 
nic inflammatory changes and there was an absence 
of the trigone in the true sense. The left ureteral orifice 
was found unusually far back and high on the bladder 
wall. The right ureteral orifice could not be found. 
Retrograde pyelograms showed such an unusual and 
bizarre pattern that they could not be interpreted. 
Intravenous pyelograms were done, but it was only 
in the two hour film that evidence of function could 
be seen, with the production of a nephrogram and 
with enough dye in the bladder to demonstrate ihe 








Figure I 
Film taken two hours after injection of the dye and 
showing a nephrogram and pressure on bladder by 
lower pole of the kidney. 


deformity of the left bladder wall by the kidney. (Fi- 
gure 1), A week later, retrograde pyelograms were 
more successful and a diagnosis of congenital solitary 
pelvic kidney was made. (Figure 2 and 3A.) 

On the ninth day after admission exploratory sur- 
gery was carried out through a left paramedian in- 
cision. There was an absence of the right ovary, right 
fallopian tube, broad ligament, round ligament, and 
the right cornu of the uterus. No kidney could be 
palpated on the right and the left ovary contained a 
cyst one cm. in diameter. The appendix and ovarian 
cyst were removed. The posterior peritoneum was 
opened lateral to the colon. Together with the fatty 
and connective tissue it was densely adherent to the 
kidney and was cleared away with difficulty. A very 
primitive kidney, with pronounced fetal lobulations 
and with the superior pole lying just above the level 
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Figure 2 
Retrograde pyeloureterogram 


of the bifurcation of the aorta, was now exposed. All 
arteries were not traced, but each separate segment or 
lobulation of the kidney apparently derived its blood 
supply from an artery arising from the nearest large 
artery including the aorta, common iliac, internal and 
external iliac arteries. Each group of minor calices was 
capped by a mass of parenchyma almost completely 
separate from the adjacent segment and attached by 
what appeared to be fibrous connective tissue contain- 
ing little, if any, kidney substance. The pelvis was 
greatly elongated, tube-like and extrarenal. (Figure 
3 B.) 


Recovery from surgery was uneventful and she was 
discharged on the eighth post-operative day. The urine 
had cleared under antibiotic therapy and, although 
the blood urea had risen to 106 mg. a week after her 
admission, it was 81 mg. at the time of her discharge 
from the hospital. 


The patient lived a considerable distance away and 
came in only occasionally for check-ups during the 
following year. She showed a mild urinary tract in- 
fection that responded well to antibiotic therapy. 


On October 18, 1955, she was readmitted to the 
hospital with a ten day history of emesis, dysuria, 
chills, fever and hematuria. She had been under treat- 
ment by her family physician for an urinary tract in- 
fection. Increasing drowsiness and inability to take and 
retain food caused him to refer her back to us. She 
was semicomatose on admission, with moderate edema 
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of the face and hands, pronounced air hunger, and 
with a blood pressure of 110/70. Her admission blood 
urea was 218 mg. The admission urine had 1.010 spe- 
cific gravity and contained two plus albumen and in- 
numerable white and red blood cells in each high 
powered field. The white blood count was 21,000 and 
the hemoglobin 74%. Acidosis was combatted with 
soda bicarbonate by mouth and intravenous fluids that 
included 1/6 molar lactate. Intramuscular antibiotics 
were given to control the urinary tract infection. There 
was good and progressive improvement, but on the 
eighth hospital day she rapidly returned to a comatose 
state and died. On neither admission did she run more 
than a degree or two of fever. Autopsy was denied. 
Discussion: 

It would seem reasonable to suppose that the 
deficiency on the right occurred early enough in 
embryonic life to affect both the genital and 
urinary portions of the primitive urogenital 
ridge. The deficiencies in this case seemed to 
follow a more precise pattern than has been 
true in some of the reported cases. On the left, 
the deficiency seems to have been confined to 
the urinary tract with arrest at a moderately 
early stage of development. How this very primi- 
tive kidney was able to grow and support life, is 
most remarkable. The labile blood pressure is 
not easy to explain. The adrenal was not found 
in the vicinity of the left kidney. 





Figure 3 
A—Schematic representation of the findings gained 
from studying retrograde eo under varying 
degrees of filling and at different exposures. 
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Shortly before this patient’s death, | oper- 
ated on her mother for what appeared to be a 
stone in the ureteropelvic junction of the right 
kidney. Exposing what I thought to be the up- 
per part of the ureter, I opened the structure, 
and encountering no blood or urine, attempted 
to catheterize this tube without success. Follow- 
ing this structure upward, it was found to cross 
the ureteropelvic junction and to enter the lower 
pole of the kidney. It was then followed distally 
and was found to enter the mid portion of the 
vena cava. I resected the structure and the path- 
ological report showed an unusually thick walled 
obliterated vein. The upper ureter was cork 
screw in appearance and wrapped itself around 
fibrous bands and was of small caliber. While 
not as extensive as in her daughter’s case, this 
too represented an unusual anomaly. 


Summary 


This is a case report of a 16 year old white 
girl with a congenital solitary pelvic kidney of 
a very primitive type with marked fetal lobula- 
tions and extrarenal pelvis. The right ureter was 
apparently absent and the trigone deformed. 
Associated genital anomalies included absence 
of the right ovary, fallopian tube, broad liga- 
ment, round ligament, and right cornu of the 
uterus. The patient suffered from chronic uri- 
nary tract infection and died a year after the 
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Figure 3 
B—Schematic representation of findings at operation. 
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CERVICAL PREGNANCY 


A CASE REPORT 


Patricia A. Carter, A. B., M. D. 
Charleston, S. C. 


ervical pregnancy is a rare occurrence. A 
C search of the currently used standard text- 
books reveals that it is given either scant 
or no attention. Since 1900 only 45 documented 
cases have been reported, and of these only 20 
have a pathological diagnosis as a confirmation. 
Most of those reported are of the usual variety; 
that is, the growth and development of the con- 
ceptus within the cervical canal. The present 
case represents a variation in the usual form of 
cervical pregnancy and is therefore considered 
sufficiently interesting to report. 

A white woman, age 29, Grav. III, Para. II, Abor. I, 
was admitted to St. Francis Xavier Hospital June 4, 
1946. She was in profound shock, to the point of 
unconsciousness—blood pressure 60/40, pulse so rapid 
and thready as to be immeasurable as to rate. The 
other characteristics of shock from hemorrhage were 
all present in full measure. The patient was unable 
to furnish any history, but the husband stated that the 
last menstrual period had been six weeks ago. Around 
the next expected period, which was May 5, she had 
seen some dark brown vaginal discharge, which had 
responded to bed rest and some mild sedation. At this 
time she had been examined by her physician and a 
diagnosis of pregnancy had been confirmed. She was 
told that everything was normal and a vaginal estima- 
tion had also been done at this time. There was no 
further difficulty until May 25, at what was estimated 
to be the sixth week of pregnancy. At this time the pa- 
tient had brisk vaginal bleeding and severe abdominal 
cramps and weakness. She was seen at home by her 
physician and given medications (Progesterone, mg 
10, and Demerol mg 50); no examination of the 
birth canal was done. She remained at bed-rest, but 
the bleeding continued. About five days of moderate 
vaginal bleeding, passage of clots, and the ingestion 
of pills went on. The few hours prior to admission 
were said to be filled with pain, and passage of enorm- 
ous blood clots per vaginam. When I saw the patient 
in the profound shock, with copious vaginal bleeding 
as noted above, I gave transfusions of whole blood 
in quantities; and as soon as a B.P. of 80 mm was 
reached, and the pulse was slow enough to count, we 
proceeded to the operating room for estimation of 
the cause of the hemorrhage. It was my feeling that 
this was simply an incomplete abortion. 

With blood running in veins of both arms, and 
with very little nitrous oxide, we put the patient in 
lithotomy position. There were clots in the vagina 
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estimated to be of at least 500 ml. of blood. These 
were removed. The cervix was edematous, cyanotic, 
and swollen. There in front of us on the portio vagi- 
nalis of the cervix, at about “8 o'clock,” was a fern- 
like tuft of blood, resembling an organized clot, about 
4 cm in diameter, flattened out and sac-like, with actual 
membranous component. I thought this was some sort 
of Nabothian cystic mass, and I began to wonder, 
from its contused and cyanotic look, whether the 
abortion had been of the produced or induced variety. 
The cervical os was tightly closed, the uterus was some- 
what boggy, symmetrical and fixed anteriorly. The 
cul-de-sac was clear and there were no adnexal masses 
palpable. The cervical os was dilated and the endo- 
metrial cavity was found to be normal in depth and 
regular in outline. A medium sized sharp curette was 
passed, and a few fragments of somewhat thickened 
endometrium were obtained. There was no evidence 
of any decidual or fetal-like structures obtained from 
within the uterus. When the cervical mass described 
above was removed it left upon the structure of the 
cervix, a bed, as if one had cleaned down high granu- 
lations. Oozing continued from this area. We thought 
of touching it with the actual cautery for hemostasis, 
but a tight vaginal pack which we inserted for 10 
minutes and then removed to observe the amount of 
bleeding, was sufficient to control the bleeding. This 
was reinserted. The postoperative course was unevent- 
ful and the patient was discharged on the fourth post- 
operative day. 

The pathological diagnosis from the mass of tissue 
removed from the area on the cervix described above, 
was confirmatory of pregnancy. The report was that 
of decidual tissue and chorionic villi. The material 
obtained by curettage showed only decidual but no 
evidence of fetal structures. 

The past history of this patient indicates that in 
1944, about one and a half years prior to the present 
illness, she had had dilatation and curettage, cauteriza- 
tion of the cervix (repair of cervical lacerations, 
method not described), and a Gilliam uterine suspen- 
sion. Otherwise her past history was negative. 

I have not seen this patient since her two weeks 
postoperative visit, but communications from a physi- 
cian in Little Rock, Arkansas, reveal that she has had 
a “Pelvic Clean-out”, reasons not given, except that 
of pelvic pathology. Even this source of information 
about the patient at this time has not been fruitful. 


COMMENT 


At the time this patient was seen; that is, in 
the operating room, I must hasten to say that 
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Dr. James Wilson suggested, along with other 
possible causes, the matter of cervical preg- 
nancy. Since he did not record his wild guess, 
I can only say the pathologist was the accurate 
diagnostician. It is interesting to remember and 
recall the important fact that all cases of bleed- 
ing following amenorrhea are not simply abor- 
tions of one or other variety, to be managed by 
‘phone directions, or pills and anodynes. Any 
woman who has vaginal bleeding following 
amenorrhea, especially where pregnancy is 
known or suspected, should have a complete 
evaluation of the amount of bleeding. The tis- 
sue, if passed, should be examined and the cause 
of the bleeding and its extent should be deter- 
mined by a complete examination. Most im- 
portant of all, a vaginal inspection and palpa- 
tion should be done. Management of bleeding 
in any trimester of pregnancy is a challenge, no 
less in the first trimester than the last. Had this 
patient been properly evaluated at the time of 
the first episode of spotting, the hemorrhage 
which very nearly cost her her life would have 
been avoided. 

Cervical pregnancy is admittedly a rare com- 
plication of pregnancy. It results from the nida- 
tion and growth of the conceptus in the struc- 
ture of the cervix. It is not isthmico-cervical 
pregnancy, discovered and described by Ahfeld 


Meconium Peritonitis Associated With Fibrocystic 
Disease Of The Pancreas. Milton Weinberg, and J. R. 
Paul, Jr., Charleston. A.M.A. Arch. Surgery, 72, 688- 
690, (April 1956) 

There is presented a case of an infant who at 5 
days of age showed symptoms of intestinal obstruction. 
A roentgenogram of the abdomen and a barium enema 
showed dilated loops of intestine, complete obstruc- 
tion at the splenic flexure of the colon and scattered 
bits of opaque (calcified) deposits throughout the 
area of the peritoneal cavity. 

The infant was explored and found to have 
meconium deposits in the peritoneal cavity, some of 
which were quite large, and all of which were gritty 
in consistency and undergoing calcification. There 
was free fluid and intense inflammatory reaction as 
well. Adhesions had caused multiple points of ob- 
struction of the gut. 

All visible meconium deposits were removed. Ad- 
hesions were separated, and the peritoneum was 
lavaged. Careful inspection failed to reveal a perfora- 




















and Aschoff; in this latter case one finds a low 
implantation of the conceptus, with a placenta- 
praevia and extension down into the cervix. 
True, the corpus does not enlarge in this variety 
either, but a part of the uterus acts as the point 
of development and growth. The case that is 
presented seems unique insofar as the nidation 
and growth was all upon the cervix, well away 
from the actual os, and demonstrably implanted 
upon and growing upon this structure as was 
proven at the time of removal of the mass from 
its point of fixation, with the underlying bed 
grossly like a nest. 

Read before South Carolina Obstetrical and 


Gynecological Association at meeting held March 17 
and 18, 1956, Clemson, S$. C 


tion of the bowel. Cultures were negative. The wound 
was closed and the child was treated with antibiotics 
and cortisone for 12 days. Recovery was surprisingly 
uneventful. 

Rales were noted in the lungs and the patient had 
At one 
revealed complete 


a persistent cough from three weeks of age. 
month tests were done which 
absence of trypsin and lipase in the doudenal secre- 
tions. The child has subsequently had a very stormy 
course, characteristic of pancreatic fibrosis. He has 
not had any recurrence of symptoms suggesting in- 
testinal obstruction or adhesions. The authors discuss 
the pathogenesis of this condition, specifically the fact 
tbat spontaneous perforation of the intestine occurs 
before birth with passage of inspissated meconium 
into the peritoneum and then with subsequent healing 
of the perforation. 

The literature is reviewed. Several cases similar to 
this one have been reported—at least two of which 
have survived, but with the same long term difficulties 
incident to pancreatic fibrosis. 


% 
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POLYETHELENE TUBE REPLACEMENT 
OF GANGRENOUS THORACIC STOMACH 


James W. Foucue, M. D. 


Columbia, South Carolina 


There have been dramatic developments in 
advancement in surgery of the esophagus dur- 
ing the past ten years. Numerous methods have 
been devised in re-establishing esophageal con- 
tinuity following surgery for esophageal di- 
seases. Although the end results of surgical 
treatment of cancer of the esophagus has been 
disappointing, the surgical management of these 
cases has demonstrated that resection of the 
esophagus can te done safely and with good 
functional results, and thus the surgical ap- 
proach can now be applied to benign conditions, 
such as the distressing disease of caustic stric- 
tures of the esophagus. Of all the various me- 
thods devised to re-establish esophageal con- 
tinuity, the most widely accepted procedure 
consists in bringing the stomach into the thorax 
for anastamosis to the proximal end of the 
esophagus. Burford ef al' recently reported 17 
cases of esophageal resection for caustic stric- 
tures with no deaths and no complications. In 
spite of the development of modern surgical 
technics and surgical management, there will be 
occasional unfortunate complications that may 
result in poor functional results or death. 

Berman** has reported the use of polyethe- 
lene tube as a replacement for the resected por- 
tion of the esophagus to re-establish esophageal 
continuity. In his report the use of the poly- 
ethelene tube was confined to cases with carci- 
noma of the esophagus. This writer has utilized 
the Berman polyethelene tube in esophageal 
cancer with disappointing results, but it should 
be stated that all of the patients in whom the 
polyethelene tube was used were by present 
standards, inoperable and incurable. At the pre- 
sent time no evaluation of the use of polyethe- 
lene tube replacements in benign esophageal 
diseases has been determined. The case to be 
reported serves only to demonstrate that the 
polyethelene tube can be utilized in a surgical 
emergency for a serious postoperative compli- 
cation in resection of the esophagus. 
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Figure 1 
Barium study about nine months post-operative. 


Case #85219, Columbia Hospital. This 48 year old 
white male was admitted to the hospital on January 
2, 1954 with a history of ingestion of battery acid in 
November, 1945. Treatment at that time consisted of 
ineffective efforts to dilate the esophagus and finally 
gastrostomy was done in December, 1945. The pa- 
tient had maintained himself on gastric feedings for 
the past eight years and complete atresia of the esopha- 
gus had developed. A right thoracotomy combined 
with a laporatomy was done with resection of the 
esophagus and transferring the stomach into the right 
side of the thorax with anastomosis of the proximal 
esophagus and the stomach just below the level of the 
thoracic inlet. The patient made a satisfactory post- 
operative recovery and was on a semi-soft diet and 
ambulatory about the ward. On the 14th postoperative 
day the patient developed acute, severe pain in the 
right side of the chest and upper abdomen, accom- 
panied by rapid pulse, cold sweats and other evidence 
of shock. Portable x-ray examination of the chest 
demonstrated a hydropneumothorax which had not 
been present on a routine roentgenogram of the chest 
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made on the previous day. It was the clinical opinion 
that the patient had a perforation or breakdown of the 
gastro-esophageal anastomosis, and the condition of 
the patient was rapidly deteriorating. A thoracotomy 
through the previous incision was done. The stomach 
was completely necrotic and the pleural space was 
filled with gastric contents. The anastomotic site ap- 
peared to be intact and it was believed that obstruction 
of the gastric blood supply had occurred, resulting in 
necrosis of the major portion of the stomach. Only the 
antral portion of the stomach appeared to have ade- 
quate blood supply. The remainder of the necrotic and 
gangrenous stomach was resected, thus leaving a large 
defect, and further anastomosis was impossible. An 8 
in. Berman polyethelene tube was used to bridge the 
gap between the proximal end of the esophagus and 
the antral portion of the stomach, and the operative 
incision was closed, leaving multiple drainage tubes 
in place. The patient had a critical postoperative 
course but slowly began to improve and several days 
later a jejunostomy was done to permit feedings. The 
patient was maintained on jejunostomy feedings for 
about three months, at which time the drainage from 


Congenital Cystic Dilatation of the Common Bile 
Duct—William C. Cantey, Columbia. (Ann. Surg. 
143:608-618, May 1956) 

Cystic dilatation of the common bile duct is con- 
sidered to be an idiopathic congenital lesion involving 
a segment of the duct above the duodenum. There 
are many hypotheses and explanations given for its 
origin and, in general, it appears that there is a 
congenital weakness of the duct wall, and the duct 
dilates with or without increased intra-ductal pres- 
sure. It is a relatively rare condition occurring most 
often in female children and to date there have been 
approximately 216 cases reported in the reviewed 
literature. There may be no symptoms until the cyst 
begins to enlarge and then the triad of a right upper 
quadrant mass, pain and jaundice usually occurs. The 
treatment is surgical and the operation of choice is 
probably a simple anastomosis of the cyst to the duo- 
denum_ (choledochocysto-duodenostomy ). Opinions 
differ and many feel that a Roux-Y anastomosis to the 
jejunum with or without excision of the cyst is the 
best procedure. In the case reported, the cyst was 
excised and the common hepatic duct anastomosed to 


the empyema and mediastinitis almost ceased and 
there was no evidence of further leakage about the 
polyethelene tube. Oral feedings were begun at this 
time and gradually increased with the patient main- 
taining himself entirely on oral feedings after about 
four months. The right lung gradually re-expanded 
and all drainage had ceased after six months. Eight 
months after operation the patient appeared to be in 
satisfactory condition and resumed his work as a fore- 
man in a lumber plant. Twenty-four months after 
operation the patient appeared to be in good condi- 
tion and has maintained his nutritional status without 
difficulty on soft foods and a general bland diet. 
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the doudenum (hepatico-duodenostomy ). 

The case report concerns a three year old colored 
child who is now apparently well after operation. The 
notable facts in the case were the presence of a right 
sided, mid-abdominal tumor, pain and moderate 
jaundice. The cyst contained 600 ml. of bile colored 


fluid. 


Clinical Evaluation of Topical Fludrocortisone— 
John van de Erve, Jr., (Charleston. ) 

A. M. A. Archives of Dermatology 74: (July 1956, ) 
pp. 92-94. 

In a clinical study of 335 cases of dermatitis it was 
found that 

1. Fludrocortisone in ointment and lotion forms 
proved equal in clinical efficacy to hydrocortisone in 
1/10 the concentration. 

2. Both preparations were most efficient in dry 
erythematous forms of dermatitis and much less so in 
wet dermatoses. 


3. No cases of contact sensitization were en- 


countered. 
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MECKEL’S DIVERTICULUM IN A CASE 
OF SITUS INVERSUS 


PREOPERATIVE RADIOGRAPHIC DEMONSTRATION 


Loute B. Jenkins, M. D. anp HyMaAn H. App.estoneg, M. D.° 


Charleston, S. C. 


in 2 to 3% of all autopsies, radiographic 

demonstration of the anomaly has been 
rarely achieved. Case' succeeded in showing 
the first one by x-ray in 1926, but Golden® states 
that he has never been able to demonstrate the 
lesion before operation. Gross* believes that x- 
ray examinations are practically useless in show- 
ing a Meckel’s diverticulum. He has abandoned 
radiography as a means of visualizing this con- 
genital aberration. Of 100 cases reviewed by 
Michel and his group‘, only one diverticulum 
was shown on barium examination of the gas- 
trointestinal tract. It is apparent that the identi- 
fication of a Meckel’s diverticulum preopera- 
tively is sufficiently unusual that case reports 
have been warranted. Sloan and associates* 
searched the literature in 1954 and found only 
22 cases reported in which an analysis could be 
made. Since that time, reports of isolated cases 
in which x-ray showed the pouch before opera- 
tion have appeared in the literature. In none of 
these has situs inversus been an associated 
anomaly. An instance of such association is the 
basis of this report. 
Case report 

A white male, 10 years of age, was admitted to the 
hospital on September 24, 1955. He complained of 
pain in the right lower quadrant of the abdomen 
which had begun approximately one hour before ad- 
mission. The pain was severe, cramping, and did not 
radiate. No nausea or vomiting had been experienced. 
There had been no bowel movement since the onset 
of the pain. No change in bowel habits had occurred 
and no bloody or tarry stools had ever been observed. 
Urinary symptoms could not be elicited. 

The patient had had a previous episode of similar 
pain in the right lower quadrant about a year prior 
to this episode. That attack had subsided spontane- 
ously within a few hours and the patient had been 
asymptomatic in the interim. At the age of 4 years, 
he had sustained fractures of the left arm and knee 


A Ithough a Meckel’s diverticulum is found 


*From the Saint Francis Xavier Hospital, Charleston, 
South Carolina 
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when struck by a car, but no residual deformity was 
evident. A review of systems revealed that the mother 
had been told by a physician that the child’s heart 
was on the right. 

The patient was well-nourished and well-developed 
for his age of 10 years. The point of maximum in- 
tensity of the heart beat was in the right fifth inter- 
costal space, in the mid-clavicular line. The abdomen 
was flat, but was held tight by voluntary muscle 
guarding without true rigidity. There was moderate 
tenderness and rebound tenderness in the right lower 
abdominal quadrant alone. No organs or masses could 
be felt in the abdomen. The peristaltic sounds were 
hypoactive. Rectal examination was valueless due to 
a lack of cooperation, but the stool obtained was 
normal in color. The remainder of the physical exami- 
nation was normal. 

The admitting diagnosis was “possible acute appen- 
dicitis”. A blood count showed a hemoglobin of 13 
gm., red cells to be 4.4 million per cmm., white cells 
to be 10,000 per cmm. with 83% polymorphonuclear 
leukocytes and 17% lymphocytes. A urinalysis showed 








Figure 1 
The heart is seen on the right and the stomach is 
shown by barium study to be on the right. 
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no abnormality. The finding of dextrocardia presented 
the question of whether the remaining of the viscera 
were transposed and specifically, whether the appendix 
was on the left. A chest roentgenogram confirmed the 
presence of dextrocardia (fig. 1). A scout film of the 
abdomen and a partially completed barim enema 
showed the presence of situs inversus. 

Soon after the barim enema was given, the abdomi- 
nal pain disappeared completely, about 2 hours after 
its onset. The tenderness and rebound tenderness in 
the right lower abdominal quadrant regressed. The 
possibility that the patient may have had a volvulus 
of the sigmoid colon relieved by the barium enema 
was considered. However, there was no suggestion of 
such a lesion from the roentgenograms. Since the 
barium did not progress through the transverse colon, 
an intussusception reduced by the enema was excluded. 
The patient was observed for the next 24 hours. Since 
he continued free of pain and the physical examination 
remained normal, he was discharged from the hospital 
on September 25, 1955. 

The boy was seen as an outpatient the following 
day and the findings were unchanged. However, on 
the second day after his hospital discharge, he was 
reexamined after the sudden onset of severe pain in 
the right lower abdominal quadrant. The pain had 
begun half an hour before the examination. It was 
identical with the pain he had experienced 3 days 
earlier. Physical examination again showed moderate 
tenderness and rebound tenderness in the right lower 
quadrant. The blood count was similar to the previous 
one, except that the white cells were 6,500 per cmm. 
An analysis showed the urine to be again normal. 
One hour after admission, the pain again disappeared 
without medication. The abdominal tenderness and 
rebound tenderness diminished, but continued present 
to a mild degree. Further investigation of the possible 
cause was conducted. 





Figure 2 


Evacuation film after barium enema shows the 
Meckel’s diverticulum of the ileum (double arrow ) 
and the filled appendix (single arrow). 

A barium enema filled the colon readily to the 
cecum (fig. 2). The colon showed no abnormality 
except for situs inversus. The appendix was seen in 


the left iliac fossa, in a normal position relative to 
the cecum. Overflow into the terminal ileum outlined 
a pouch continous with the lumen of the ileum. The 
pouch was 2 cm. in diameter and arose from the 
ileum about 15 cm. from the ileocecal junction. It was 
located over the true pelvis approximately 2 cm. to 
the left of the midline. It was felt that this pouch was 
a diverticulum of the ileum, probably a Meckel’s 
diverticulum. 

An upper gastro-intestinal series of roentgenograms 
showed a normal esophagus, stomach and duodenum 
except for situs inversus. However, progress films of 
the barium meal through the smali bowel at intervals 
over a period of 5 hours showed again the diverticulum 
of the ileum (fig. 3). On this examination, it was 
somewhat smaller and more elongated. An intravenous 
pyelogram was reported as normal. Examinations of 
the stools failed to show blood or other abnormality. 





Figure 3 
Demonstration of the Meckel’s diverticulum on upper 
gastro-intestinal series at 5 hours after ingestion of 
barium. The diverticulum is encircled. 


Exploratory laporatomy was believed indicated for 
recurrent abdominal pain in the presence of a Meckel’s 
diverticulum. Under general anesthesia, the abdomen 
was explored through a low, left paramedian incision. 
There was complete situs inversus a mirror image 
of normal. The stomach was on the right and the liver 
on the left side of the peritoneal cavity. The duodenum 
curved to the right and the pancreas joined it to the 
left of the midline. The small bowel lay predominately 
in the left side of the abdomen. The ileum joined 
the cecum in the left iliac fossa. The colon ascended 
on the left to the hepatic area, crossed transversely to 
the right and reascended from the splenic area. The 
sigmoid was located in the right iliac fossa and had 
a very short mesentery. At 18 cm. from the ileocecal 
valve, there was a 6 x 2.5 x 2.5 cm. diverticulum of 
the ileum. The diverticulum had a wide mouth and 
did not have a mesentery. There was no gross ab- 
normality of the diverticulum or of the adjacent ileum. 
The appendix appeared normal. All mesenteric lymph 
nodes were enlarged, up to 2 x 2 cm. in size, and 
hyperplastic in appearance. The diverticulum was ob- 
liquely excised at its base without compromising the 
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lumen of the bowel. The appendix was removed. The 
patient withstood the procedure well. 

After the operation, his course was very satisfactory. 
He was taking liquids without difficulty on the second 
post-operative day and progressed rapidly to a full 
diet. Bowel movements occurred after the fourth day 
and they were normal in color and consistency. He 
quickly became ambulatory and his wound healed 
per primam. He was afebrile and asymptomatic at the 
time of his hospital discharge on October 5, 1955. He 
was last examined 8 months after the operation. He 
continued to be asymptomatic and physical examina- 
tion remained normal except for the situs inversus. 

The pathological sections of the diverticulum showed 
a well-formed fibromuscular wall lined by intestinal 
mucosa. Except for one focus, the mucosa of the 
diverticulum was of the gastric type. There was no 
evidence of either inflammatory involvement of the 
structure or ulceration of the focus of ileal mucosa. 
The appendix was essentially normal. 

COMMENT 

The demonstration of this diverticulum by 
both barium enema and an upper gastrointesti- 
nal roentgenograms is of interest. Of the 22 
cases analysed by Sloan and his group® in which 
a Meckel’s diverticulum was shown by x-ray, 
only 2 cases were found on both types of gastro- 
intestinal examinations. In Sloan’s cases, hemor- 
rhage was the outstanding symptom in the 14 
cases which were clinically symptomatic. The 
high incidence of hemorrhage in the diverticula 
demonstrated by x-ray probably represents a 
greater attempt to show a bleeding site in pa- 
tients who have gastro-intestinal hemorrhage. It 
would appear that one cannot argue with the 
viewpoint that roentgen demonstration of the 
lesion is so infrequent as to invalidate contrast 
x-ray studies in the investigation of the anomaly. 
However, it is believed that careful study of the 
terminal ileum by x-ray is worthwhile in younger 
people with melena. Lerner and his co-workers‘ 
have recently reported a new radiologic sign in 
Meckel’s diverticulum. Their sign consists of 
the demonstration of an air-filled sac on the 
plain x-ray film of the abdomen in an instance 
of this anomaly. However, it would appear that 
the capture of air in the diverticulum on the in- 
cidental x-ray film is a fortuitous event that 
could hardly be relied upon in routine investiga- 
tion. 

The cause of the abdominal pain that 
prompted this patient to present himself was 
not clearly explained. An occasional patient 
with a Meckel’s diverticulum may complain of 
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chronic abdominal pain, usually related to food 
intake. Dragstedt® has reported such a case. 
Acute abdominal pain, similar to this patient’s 
pain, has been reported in the cases whose di- 
verticula showed heterotopic gastric mucosa. 
This acute pain may occur in the absence of 
demonstrable ulceration of the adjacent ileal 
mucosa, exactly the findings in this boy’s diverti- 
culum. Sibley* has called this pain “dyspepsia 
Meckeli”. It is thought that it represents pre- 
ulcerative inflammation. No such inflammation 
could be shown in this instance, but serial path- 
ological sections of the diverticulum were not 
made. The occurrence of the abdominal pain in 
the right lower quadrant and the presence of the 
diverticulum in the left side of the abdomen 
tends to exclude the possibility of “dyspepsia 
Meckeli” in this patient. Chronic mesenteric 
lymphadenitis was present, but the symptoms 
that the patient experienced would be unusual 
for such a condition. The appendix and the re- 
mainder of the normal-appearing intraperitoneal 
organs offered no clue as to the source of the 
pain. Exploratory laporatomy seemed indicated 
in the presence of a Meckel’s diverticulum in a 
patient with recurring, severe abdominal pain. 
Although no other cause for the abdominal pain 
was demonstrated, the period of post-operative 
observation has not been sufficiently long to 
ascertain that the pain had been alleviated by 
diverticulectomy. 


The possibility of a complication in a diverti- 
culum producing symptoms is readily apparent. 
The presence of heterotopic gastric mucosa in 
the diverticulum greatly increases the incidence 
of complications. Diseased diverticula contain 
heterotopic gastric mucosa four to five times 
more frequently than do those found incident- 
ally during laporatomy or at autopsy." Hetero- 
topic gastric mucosa is found in as many as 20% 
of the divertula which appear normal. Most 
authorities state that 25% of the diverticula are 
subject to complications. The diverticulum may 
ulcerate and cause massive hemorrhage. Inflam- 
mation of the anomaly may be a source of per- 
foration in the area or leakage may be second- 
ary to a perforated ulcer. Local, spreading, or 
generalized peritonitis will result from the per- 
foration, or a fistula may be formed. The lesion 
may be the lead point of an intussusception 
that may require resection for strangulation in 
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a seriously ill patient. Infrequently, tumors are 
found in Meckel’s diverticula. 


Rohmer’” has reported 3 cases in which com- 
plications occurred after previous laporatomies. 
One of Rohmer’s cases had 4 prior abdominal 
operations. Wagner, Shallow, and Eger'’ re- 
corded their mortality for elective removal of 
the diverticulum as zero, but the mortality for 
complications was 13%. It is apparent that sur- 
geons, gynecologists, urologists, etc. should 
search the terminal 100 cm. of the ileum for 
this anomaly during every elective laporatomy. 
If found, the diverticulum should be removed 
as routinely as the appendix unless there are 
contraindications, such as peritoneal infection 
or poor condition of the patient. 


SUMMARY 


1. A case of situs inversus in which a Meckel’s 


REFERENCES 

1. Case, J. H.: Jejuno-ileal Diverticula. Acta radiol. 

6:230, 1926. 

Golden, R., and Morales, P. L.: Radiological Ex- 

amination in Organic Diseases of Smail Intestine. 

J.A.M.A. 153:1431, 1953. 

3. Gross, R. E.: The Surgery of Infancy and Child- 
hood. W. B. Saunders Co., Philadelphia, 1953. 

4. Michel, M. L., Field, R. J., and Ogden, W. W., Jr.: 
Meckel’s Diverticulum. Ann. Surg. 141:819, 
1955. 

5. Sloan, R. D., Stafford, E. S., Singewald, M. L.. 
and Sinn, C. M.: Meckel’s Diverticulum. Am.J. 
Roentgenol. 71:64, 1954. 

6. Dragstedt, L. R.: Ulcus Acidum of Meckel’s 
Diverticulum. J.A.M.A. 101:20, 1933. 


nN 


MEDICINE—AN ART OR A TECHNOLOGY 

Medicine is an art as well as a technology. The 
growth of science, applied in myriad ways in medicine, 
has made possible marvelous advances in the diagnosis, 
treatment, and prevention of disease. In this achieve- 
ment, medicine in its educational program has turned 
more and more to science and has frequently neglected 
cultural subjects that contribute to the art and 
humanitarian facets of medical practice. With the re- 
turn of medical schools to closer university association, 
this fault, which grew during their century-long sepa- 
ration from universities, is now slowly being cor- 
rected. A sound technology based on science is 
requisite to medical progress, but good efficient pro- 
fessional care includes the heart as well as the head. 
Multiple acquisitions of bits of applied sciences have 
created another difficulty by favoring the formation 
of many subspecialties, which are taken up by young 
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diverticulum was demonstrated by both 

upper and lower gastrointestinal contrast 

x-ray studies is presented. 

The possible causes of acute abdominal 

pain in a patient with a normal-appearing 

diverticulum and grossly normal intraperi- 
toneal organs are discussed. 

3. The incidence of complications in Meckel’s 
diverticulum is generally stated at about 
25%. Operative mortality for removal of 
the lesion when not diseased is almost nil. 

4. It is believed that careful, interval study of 
the terminal ileum by x-ray is indicated in 
younger people with recurrent abdominal 
pain or with melena. 

5. It is suggested that routine search for and 
removal of the anomaly be done in every 
laporatomy where no specific contraindica- 
tion exists. 
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physicians before they have acquired by experience a 
broad foundation in clinical practice and a more 
mature judgment in dealing with human affairs and 
impulses. The picture of the patient himself is ob- 
scured by the shadow of a minor item administered 
by a technologist. Increase in scientific facts applicable 
to the problems of medicine has led to so great a 
multiplication of specialties and subspecialties that 
increasing numbers of physicians who are _ highly 
skilled in some difficult but relatively narrow special 
field have failed to acquire or appreciate the larger 
objectives of medicine in the care and cure of the 
sick patient. This trend toward surrender of a profes- 
sion to a technology calls forth well-merited criticism 
of the medical profession, often expressed by the 
phrase “The passing of the family doctor.” 

Ernest E. Irons—Federation Bulletin 
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PRESIDENT’S PAGE 


The South Carolina Medical Association plays an important role in medical 
affairs in the state. Its actions reflect the opinions of those physicians who take 
an active part in its proceedings. In order to express one’s views effectively it is 
necessary to be conversant with the plan of organization. For those not familiar 
with it, this brief outline is attempted. It is based upon the 1956 revision of the 
Constitution and By-Laws of the Medical Association of South Carolina. 

The South Carolina Medical Association is a component part of the American 
Medical Association, at which meetings it is represented by two duly elected 
delegates. The State Association is composed of the various county societies which 
are represented at the meetings by delegates in proportion to their membership. 
The House of Delegates is the legislative body of the Association. Its regular 
meeting is at the time of the annual meeting of the Association. 

The House of Delegates elects a councilor from each district, corresponding 
with the congressional districts. The councilors together with officers of the Asso- 
ciation constitute the Council. The Council acts as the finance committee of the 
House of Delegates and serves as the executive committee of the Association be- 
tween the regular meetings of the House of Delegates. It functions throughout the 
year, mainly through its chairman. The Council elects an executive secretary. This 
position is now held by Mr. M. L. Meadors, a lawyer in Florence. The executive 
secretary may be considered the business manager of the Association. Among 
other duties he keeps the records, arranges for meetings, keeps in touch with 
legislative matters, and in general directs the non-scientific activities of the Asso- 
ciation. The Journal is the official organ of the Association. Council makes pro- 
vision for it and appoints the editor. 

Much of the work of the Association is done by committees. There are stand- 
ing committees on continuous functions of the Association, and special com- 
mittees on matters of a more limited nature. The membership is appointed by 
the president, in some cases according to provisions in the By-Laws and in others 
subject to instructions from the Council and the House of Delegates. Reports of 
standing and special committees are placed in the hands of the secretary sixty 
days prior to the annual meeting, and in turn copies are sent to the delegates of 
the component county societies at least thirty days prior to the meeting. The per- 
sonnel of the committees is published in the Journal. 


Resolutions are presented to the House of Delegates by delegates from the 
county societies, the council and the chairmen of the standing and special com- 
mittees. Resolutions are referred to appropriate reference committees for con- 
sideration and report, before they can be voted upon by the House of Delegates, 
exceptions being those so ordered by two-thirds vote of the delegates present and 
those presented by the Council on the last day of the session. The Reference Com- 
mittees are appointed from the membership of the House of Delegates. Each 
committee holds open hearings upon the matter under consideration. Following 
the open hearing, the committee goes into executive session and prepares its re- 
port for the House of Delegates. 

The officers of the Association are elected by the House of Delegates during 
the final session of its Annual Meeting. The place of the next meeting is decided 
by the House of Delegates, the time of the meeting is set by the Council. 

This plan of organization corresponds closely to that of the House of Dele- 
gates of the American Medical Association. It provides equitable representation, 
affords opportunity for individuals and groups to express their views and has 
safeguards against action without consideration. 


William H. Prioleau, Pres., 
S. C. Medical Association. 

















Editorials 








MENTAL HEALTH CLINICS 

The newly established clinic at Florence will 
make five clinics which the Mental Health 
Commission operates in the state. As in other 
states, this is worth-while progress toward a 
need which will not be met for many years, if 
ever, in a completely practical way, society 
being what it is. 

To the practitioner, the ways of the mental 
health worker are sometimes wondrous and 
obscured by a thick haze of phraseology which 
seems to retard any quick and direct approach 
to the problem in hand. He grants that the 
problem is difficult, and he is probably more 
than glad to pass it on to the psychologist et 
alia, just as in the old days the baffled prac- 
titioner sent his dificult patient on a long 
sea voyage and hoped for the best. Actually, 
the handling of a case may require as much 
time as a sea voyage, with a visit now and 
another a month away, just as the vessel 
touches periodically at ports-of-call. Nor does 
the solution, unless it be that by time, always 
bring a very practical procedure through the 
psychological fog. Probably the practitioner 
knew that grandmother was spoiling the child, 
but he couldn't very well wield the axe on 
the old lady for the victim’s benefit. 

These are only facetious animadversions. 
There is one unsolicited suggestion which 
might be worthy of consideration, and that is 
that the baffled practitioner would be happy 
to be taken into the confidence of the clinic, 
to have some periodic report as to progress 
and prognosis, and to feel that he has not cast 
his patient into some mysterious washing 
machine from which at some distant date the 
patient is to emerge cleansed of all undesirable 
psychological stain. 

NOR ANY DROP TO DRINK 

The legalized decision of The Bowater 
Southern Paper Company to acquire a con- 
siderable slice of South Carolina from which 
will grow pine which will produce pulp, paper, 
necessary (?) stench, and much waste, which 


last will be discharged into the Catawba river, 
brings into prominence the authority of The 
Water Pollution Control Authority. This body 
has issued a permit which allows the waste to 
be discharged into the river, provided that a 
“Class B” or better stream be maintained. 
There is no reason to doubt that the pro- 
vision will be observed, but it will be inter- 
esting to see whether the Authority will have 
teeth enough to strain out the undesirable 
material if it should prove to be excessive. 

With our present treatment of our waters, 
it may well be that future fishing may be 
confined to goldfish bowls and all future 
bathing to tubs. 

PRESCRIPTION OPTICIANS 

In contrast to the efforts of the optometrists 
to invade the field of the ophthalmologist, or 
perhaps even to push the legitimate physician 
off-side, the gesture of the Guild of Prescrip- 
tion Opticians is refreshing. These people 
who make but do not prescribe glasses have 
set up eighteen fellowships of $1800 each fon 
residents in ophthalmology. Each fellow is 
from one of six areas of the United States or 
Canada, and he is selected by a committee of 
ophthalmologists, not by the donors. Six fel- 
lows have been named, and the number will 
increase gradually to eighteen. This has the 
appearance of a worth-while aid to medical 
education. 


Medical 
Committee to the South Carolina Industrial 


The members of the Advisory 
Association have been reappointed by the 
Governor for terms ending June 30, 1958 and 
are as follows: 


Dr. Malcolm Mosteller, Columbia Radiol. 
Dr. Harold Pratt-Thomas, Charleston Path. 
Dr. H. H. Plowden, Columbia Path. 
Dr. Samuel Fisher, Greenville Radiol. 
Dr. W. L. Byerly, Jr., Hartsville Surg. 
Dr. C."H. Epting, Columbia Orthop. 
Dr. Leon Poole, Spartanburg Surg. 
Dr. R. L. Crawford, Lancaster G. P. Surg. 
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G. P. Int. Med. 
Surg. 


Dr. J. L. Hughes, Greer 
Dr. I. G. Linton, Charleston 


The Committee of the State Association on 
Industrial Health has been reappointed, as 
follows: 

Dr. J. L. Hughes, Chairman, Greer G. P. 
Dr. W. B. Townsend, Columbia Occup. Med. 
Dr. Izard Josey, Columbia Int. Med. 


Dr. Leslie Meyer, Greenville Orthop. 
Dr. G. R. Laub, Columbia EENT 
Dr. C. W. Evatt, Charleston EENT 
Dr. J]. H. Crooks, Greenville Dermat. 


Dr. Katherine B. MacInnis, Columbia Allergy 


Dr. I. G. Linton, Charleston Surg. 
Dr. W. P. Beckman, Columbia Psych. 
Dr. T. E. Whitaker, Greenville Radiol. 
Dr. G. W. Hammond, Spartanburg Ob. Gyn. 


SLASH WORDAGE TO COVER ETHICS. The 
Principles of Medical Ethics of the American Medical 
Association, which have served as a guide for physi- 
cians for more than a century, are undergoing radical 
surgery. 

The House of Delegates, meeting in Chicago, voted 
in favor of a Reference Committee report which ap- 
proved a revision of the Principles as prepared by the 
Council on Constitution and By-laws and endorsed by 
the Judicial Council. The reference committee and 
both Councils recommended that final action be de- 
ferred until the Seattle Clinical session “to allow 
ample opportunity for thorough study on the part of 
members of the A. M. A.” 

House action in Chicago followed submission of a 
report by Dr. Louis A. Buie, chairman of the Council 
on Constitution and By-laws, which said, among other 
things, that “there exists a broad twilight zone in 
which the concepts of ethics and etiquette are en- 
tangled and in which there is much over-lapping and 
consequent confusion.” 

“The present Principles,” this report said, “are en- 
cumbered by verbosity and qualifying constructions of 
dubious value which in themselves engender con- 
fusion. Hence, it was felt that the Principles should 
be broad and should provide a framework within 
which interpretations could be made. They should 
deal with basic principles which can serve as a ready 
reference for the busy practitioner.” ' 

A salient point in the report said: “It is important 
to understand that medical ethics are not distinct or 
separate from ethics generally, but simply emphasize 
those general principles which are of particular con- 
cern to the medical profession. The ethical physician 
will observe all ethical principles because he realizes 
that they cannot be enforced by penal reprisals, but 
must be binding in conscience.” 
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The Principles as proposed consist of a brief Pre- 
amble and 10 sections which succinctly express the 
fundamental ethical concepts embodied in the present 
Principles. 

“Every basic principle,” the Council report said, 
“has been preserved. On the other hand, as much as 
possible of the prolixity and ambiguity which in the 
past obstructed ready explanation, practical codifica- 
tion and particular selection of basic concepts, has 
been eliminated.” 

The 10 proposed sections, representing the essence 
of brevity, follow: 

1. The prime objective of the medical profession is 
to render service to humanity with full respect for 
both the dignity of man and the rights of patients. 
Physicians must merit the confidence of those en- 
trusted to their care, rendering to each a full measure 
of service and devotion. 

2. Physicians should strive to improve medical 
knowledge and skill, and should make available the 
benefits of their professional attainments. 

3. A physician should not base his practice on an 
exclusive dogma or a sectarian system, nor should he 
associate voluntarily with those who indulge in such 
practices. 

4. The medical profession must be safeguarded 
against members deficient in moral character and 
professional competence. Physicians should observe 
all laws, uphold the dignity and honor of the profes- 
sion and accept its self-imposed disciplines. They 
should expose, without hesitation, illegal or unethical 
conduct of fellow members of the profession. 

5. Except in emergencies, a physician may choose 
whom he will serve. Having undertaken the care of a 
patient, the physician may not neglect him. Unless he 
has been discharged, he may discontinue his services 
only after having given adequate notice. He should 
not solicit patients. 

6. A physician should not dispose of his services 
under terms or conditions which will interfere with or 
impair the free and complete exercise of his in- 
dependent medical judgment and skill or cause 
deterioration of the quality of medical care. 

7. In the practice of medicine a physician should 
limit the source of his professional income to medical 
services actually rendered by him to his patient. 

8. A physician should seek consultation in doubtful 
or difficult cases, upon request or when it appears that 
the quality of medical service may be enhanced 
thereby. 

9. Confidences entrusted to physicians or deficien- 
cies observed in the disposition or character of pa- 
tients, during the course of medical attendance, 
should not be revealed except as required by law or 
unless it becomes necessary in order to protect the 
health and welfare of the individual or the com- 
munity. 

10. The responsibilities of the physician extend not 
only to the individual but also to society and demand 
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his cooperation and participation in activities which 
have as their objective the improvement of the health 
and welfare of the individual and the community. 


GOLDEN ANNIVERSARY, 
SOUTHERN MEDICAL ASSOCIATION 


The Southern Medical Association will celebrate 
its Golden Anniversary with a special program at the 
Read House, Chattanooga, Tennessee, Tuesday eve- 
ning and Wednesday forenoon, October 2-3. This 
will be a historical and inspirational meeting and will 
not conflict with the regular annual scientific session 
at Washington, November 12-15. 


A group of physicians from Alabama, Florida, 
Georgia, Louisiana, Mississippi and Tennessee met 
at the Read House in Chattanooga on October 2-3, 
1906, and organized the Southern Medical Association. 
The founding fathers in the Constitution and By-Laws 
they adopted at Chattanooga stated that “the ex- 
clusive purpose of this Association shall be to develop 
and foster scientific medicine. ° ° ° It shall not at any 
time take active part in any economic, political or 
sectarian questions or concerted movements for 
securing legislative inactments.” It was to be de- 
voted exclusively to scientific medicine. That same 
Constitution and By-Laws made it necessary for a 
physician to be a member of his county and state 


medical societies to be eligible to membership in the 


Southern Medical Association. All of the above has 
never been changed. Several years later the physi- 
cians who were members of the state and county 
medical societies in Arkansas, District of Columbia, 
Kentucky, Maryland, Missouri, North Carolina, Okla- 
homa, South Carolina, Texas, Virginia and West 
Virginia were made eligible to membership. 


The Golden Anniversary Celebration will begin 
with a dinner meeting at the Read House, Chat- 
tanooga, on Tuesday evening, October 2. A feature of 
that program will be an address by Dr. R. L. Sanders, 
Memphis, immediate past-President of the Southern 
Medical Association, on “Fifty Years of Medicine in 
the South.” Dr. Sanders graduated in medicine at 
Nashville in 1906, his fifty years of practice running 
concurrently with the fifty years of the Southern 
Medical Association. Dr. Dwight H. Murray, Napa, 
California, President of the American Medical Asso- 
ciation, will represent the AMA at the Celebration. A 
feature of the Wednesday, October 3, morning session 
will be the unveiling of a plaque to be placed in the 
Read House commemorating the birth of the Southern 
Medical Association there fifty years before on that 
date. 


Physicians who are members of their county and 
state medical societies are most cordially invited to 
come to this Golden Anniversary Celebration, the 
celebrating of the fifty years that the Southern Medi- 
cal Association has been a great force in the ad- 
vancing of scientific medicine in the South. 


GIV E ... the United way 


Pr 





TED COMMUNITY CAMPAIGNS 
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An alleged hostility of the public toward the medical 
profession is a favorite theme for lay writers in certain 
types of popular magazines. The usual set-up of articles 
of this type is to make the allegation, to quote out of 
context seemingly supporting statements from commit- 
tees, boards, organizations, and individuals, and then to 
state fancied causes for enmity — and the writer’s ideas 
for relief. 

Such an article was published in the July, 1956, 
number of the Woman’s Home Companion under the 
byline of Sidney Shalett and J. Robert Moskin. The 
article is poorly written, lacks unity, includes damning 
quotations out of context, and uses freely the testi- 
monial technique. It is principally an attack on doctors, 
but it does not clearly differentiate between sickness 
costs for professional care and those for hospital care, 
drugs, and other ancillary services. 

The article places the blame for public animosity 
on organized medicine, chiefly the AMA, charging that 
organized medicine does not purge itself of doctors who 
overcharge patients, who split fees, who do unnecessary 
surgery, and who “through malpractice suits have been 
It criticizes AMA for 
having originally disapproved Blue Cross, and it criti- 


proven incompetent to practice.” 


cizes Blue Cross and Blue Shield for not providing 


services at a price the public would “be willing” to 
pay. The authors seem to have a liking for compulsory 
government health insurance, and this, the first of two 
articles, lays the groundwork for advocating prepaid 
group clinic care as the solution to the public’s 
dilemma. 

he article is a harsh, unfair, and irresponsible attack 
on doctors of medicine and the American system of 
medical practice. It places the blame for the present 
costs of illness upon the doctors. 

This is not the place to attempt any rebuttal of this 
article, or to attempt to clear the medical profession of 
the charges made. However, since certain deficiencies of 
Blue Cross and Blue Shield are referred to, and since 
the statement is made that the costs of medical care 
are more than the patient is willing to pay, and since 
surprise and disappointment of the patient when he 
finds that his insurance does not pay his entire bili 
is harped on, some remarks in this column are in order. 

It is unusual and, perhaps, unique to use the expres- 
sion “costs of medical care are more than the patient 


is willing to pay.” The phrase usually used is more 





than the patient is able to pay. There is no doubt that 
there is considerable criticism of hospital, drug, and 
professional costs. One hears complaints frequently, 
and he hears them more often from one of the mod- 
erately well-to-do who has used the luxuries of hospital 
care, rather than only the necessities. These people are 
usually able to pay what they are charged, but they do 
so unwillingly. However, they not only demand and 
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BLUE CROSS... BLUE SHIELD 


receive luxuries in connection with their medical care, 
but they enjoy other luxuries as well. Such individuals 
do not willingly forego the luxuries of automobiles 
which provide more than transportation, alcoholic 
beverages, tobacco, beauty parlor care, home ownership, 
etc. in order to pay costs of medical care. With half 
of the families of the United States having an income 
of $5000.00 or more, and a considerable fraction of the 
other half being true medical indigents, it should be 
expected that doctors’ fees should average considerably 
more than they did twenty years ago. Actually, they 
have not risen as rapidly or as much percentage-wise 
as has the general cost of living. In spite of the increase 
in the cost of living, living standards have increased 
tremendously. Doctors have enjoyed and have deserved 
many of the luxuries of living enjoyed by their patients. 

Hospital costs have increased greatly, and the rise 
will continue for, perhaps, ten years. Length of stay 
in hospital has been shortened materially and has, 
perhaps, reached a minimum. Therefore, the over-all 
costs of treatment of illnesses in hospital will continue 
to rise. Hospital bills, when unexpected and unpre- 
pared for, are almost always inconvenient, and most 
often truly distressing. However, such bills should not 
be unexpected. One person out of nine will be ad- 
mitted to a hospital each year. Furthermore, hospital 
and other medical-care bills can be paid in the tra- 
ditional American way, namely, in installments. It 
has been said that 80 per cent of the Cadillac cars— 
truly a car for the wealthy, although frequently driven 
by the artisan and laborer—sold in Greenville are 
bought on installment plans. Medical services can be 
bought in a similar way, with two important differ- 
ences. Payment is made before delivery rather than 
after, and payment is shared by other members of 
a group. 

Four important ideas should be instilled into the 
minds of people; namely, charges for medical care are 
inevitable; they are expensive and will remain so; 
they can be paid for in advance by installment pay- 
ments through the mediums of Blue Cross and Blue 
Shield; and, since hospital and other costs shall cer- 
tainly continue to rise, the costs of Blue Cross and 
Blue Shield membership shall continue to increase. 
Regardless of how much Blue Cross and Blue Shield 
have to increase their dues, the protection afforded 
will still be a bargain, because other members of the 
group will always share in the costs of operation, and 
because operation is on a non-profit basis. Commercial 
insurance cannot compete with Blue’ Cross and Blue 
Shield because only the Blues can offer full coverage 
of the costs of illness—Blue Cross by agreement with 
hospitals, and Blue Shield by agreement with spon- 
soring doctors. As a goal to strive for, it were better 
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that the Blues strive to increase benefits and to make 


them more completely cover the costs of all medical 

care, than that they strive to hold costs to a minimum. 
J. Decuerp Guess, M.D. 
Medical Director 





DEATHS 





Dr. Isaac Shepherd Funderburk, 73, former mayor 
of Cheraw and Chesterfield County’s oldest practicing 
physician, died in July. He had been ill a week. 

Dr. Funderburk had lived in Cheraw since 1919 and 
had served on the town council and as mayor for 
several terms. He was a charter member of the Lions 
Club, of which he served as president. He was a 
member of the Cheraw Masonic Lodge, the Order of 
the Eastern Star, the Omar Temple of the Mystic 
Shrine and the County Medical Society. 

Dr. Funderburk was born April 15, 1883, at Page- 
land. He was a graduate of Davidson College and the 
Emory University Medical School. He also did gradu 
ate work in New York City. 

From 1910 to 1919, he had practiced medicine at 
Mt. Croghan and also was president of the Bank of 
Mt. Croghan. 


DR. JAMES PERRY HARRISON 

Dr. James Perry Harrison, Chesterfield County’s 
oldest practicing physician, died shortly after a heart 
attack on August 23. 

He had been in declining health for some time. 

He was born in Micanopy, Fla. He was reared in 
Greenville, S$. C., and was graduated from Furman 
University and was a graduate of The Medical College 
of South Carolina in 1913. 

He practiced medicine in Bluffton, Brunson, Gar- 
net, Buffalo Mills and Hartsville before coming to 
Cheraw in 1931. 


DR. JAMES E. ORR 

Dr. James E. Orr, 53, a Seneca physician for 24 
years, died unexpectedly at his home August 28. 

He was born at Pendleton and was educated at 
Virginia Medical College, the University of South 
Carolina and The Medical College at Charleston. His 
internship was at the Spartanburg General Hospital. 





NEWS 





Dr. Leslie E. Traughber of Aiken has accepted a 
residency in Anesthesiology at the University Hospital, 
Augusta, Georgia, beginning July Ist. 

Dr. Julius Eugene Campbell, Jr., who has been in 
general practice for the past four years in Barnwell, 
S. C., will occupy Dr. Traughber’s office at the Medical 
Clinic in Aiken. 

Dr. Campbell was graduated from Clemson College 
with a-Bachelor of Science degree and was graduated 





from the Medical College of South Carolina in 1951. 
He served his internship at the Columbia Hospital, 
Columbia. 


Bernard E. Ferrara, M.D. announces the opening of 
his office for the practice of general surgery at 141-A 
Rutledge Avenue, Charleston. 


Haskell S. Ellison, M.D. announces the opening of his 
office for the practice of internal medicine at 109-A 
Ashley Avenue, Charleston. 


Dr. C. 


elected vice-president of the Sertoma 


Tucker Weston, Columbia, physician, was 
International 
service organization in June. 


Martin M. Teague, physician and surgeon in Lau 
rens, took office July 1, as governor of District 282 of 
Rotary International world-wide service club organiza 
tion, it was announced at Rotary’s world headquarters 
in Evanston, Ill. 


Elected at the recent convention of Rotary Inter 
national in Philadelphia, he will coordinate the activi 
ties of 29 Rotary clubs in part of South Carolina 
throughout the 1956-57 fiscal year. 


Dr. George Wilkinson, Jr., graduate of Johns Hop- 
kins University Medical School and grandson of a 
former Greenville physician, has begun practice with 
his father. 

A specialist in internal medicine, he thus becomes 
the third generation to carry on a medical career 
over the years dating back to 1885 when his grand 
father, Dr. James R. Wilkinson, began practicing in 
Greenville. He became a Presbyterian medical mis- 
sionary in 1895. Dr. George Wilkinson Sr. began his 
practice here in 1925. 

Dr. Wilkinson Jr., who was graduated from Presby 
terian College, Clinton, in 1945 interned for a yea 
and spent a year in residency at Geisinger Memorial 
Hospital, Danville, Pa.. following his graduation from 
Johns Hopkins in Baltimore, Md. 

In 1951-53 he was a fellow in medicine at the Mayo 
Clinic, Rochester, Minn. and returned there, 1955-56, 
to complete work for a master’s degree in medicine 
and physiology from the University of Minnesota. Be 
tween these two periods at Mayo’s, he served as a 
captain in the Medical Corps of the Army for two 
years. 


Dr. Carson Jones is now associated with Dr. W. A 
Matthews in Rock Hill, having recently left Atlanta, 
Georgia, where he was radiologist in the Veterans 
Administration Hospital. 


Dr. J. S. Lambert opened his office in Lockhart in 
July. He is a native Georgian, and served his intern 
ship at Spartanburg General Hospital. 
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Dr. Don A. 
where he is now associated with Dr. Francis B. Adams 
in the practice of general medicine. He received his 
degree from the Medical College of South Carolina 
and has recently completed his internship at Indianap- 


Richardson has returned to Seneca 


olis General Hospital. 


Dr. Louis Johnson has recently entered the practice 
of medicine in Cheraw. He is a graduate of The 
Citadel, class of 1951, the Medical College of South 
Carolina, class of 1955. He interned at University 


Hospital, Augusta, Georgia. 


About July | Dr. L. R. Richardson, Jr., and Dr. 
William J. Bannen, Jr., began a partnership arrange- 
ment in the practice of general medicine in Simpson- 
ville. Their offices will be located on North Main 
Street, until the completion of their new building on 
South Main Street sometime in October or November. 

Dr. Richardson is a graduate of the Medical College 
of South Carolina, Class of 1949. He completed his 
internship at the Greenville General Hospital in 1950 
and practiced general medicine in Simpsonville from 
then until August 1954 at which time he entered the 
United States Air Force. He served as chief of the 
out patient department at Maxwell Air Force Base, 
Montgomery, Ala. 


Dr. Bannen graduated from the University of Mary- 
land, School of Medicine, in 1946 and interned at 
Medical Center in Pittsburgh, Penn. He completed a 
year’s general residency at Thomas Hospital in Charles- 
ten, W. Va., followed by three years of general practice 
in Dunbar, W. Va., two years as a flight surgeon in the 
United States Air Force and a year’s residence in 
pediatrics at the Salt Lake City General Hospital, Salt 
Lake City, Utah. He arrived in Simpsonville in Sep- 
tember of 1954 and has been engaged in the practice 
of General Medicine since that time. 


Dr. Ambrose Gonzales Hampton, Jr., has begun the 
practice of internal medicine in Columbia, with offices 
at 1840 Hampton Street. 

Dr. Hampton was graduated from Duke University 
School of Medicine in 1952. 


and residency at the University of Virginia Hospital. 


He served his internship 


He then became instructor in medicine at Tulane 
University, and attending physician at Charity Hos- 
pital there, with a clinical fellowship in cardiovascular 
disease. His service in New Orleans was completed 
last month, and he then came to Columbia to begin 
practice. 


Dr. Shephard N. Dunn, a native of Sumter, will open 
practice as an ophthalmologist in Columbia in offices 
with Dr. William J. Bristow, 1718 Hampton St. 

His practice would be limited to eye surgery and 
treatment of diseases of the eye. 

After graduating from Sumter High School, he 
attended Davidson College, where he earned his bache- 
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lor’s degree. He received his medical training at Johns 
Hopkins University School of Medicine, and received 
an M.D. degree there in 1952. 

Ihe following year he interned at University Hos- 
pital in Cleveland, Ohio. Dr. Dunn took specialist 
training as a resident at the Wilmer Ophthalmological 
Institute, Johns Hopkins Hospital, for three years. 

A veteran of World War II, he spent almost a year 
in the Pacific theater as a Marine. 


Dr. John D. Bunch, Jr. has opened his office in Co- 
lumbia for the practice of obstetrics and gynecology. 

Dr. Bunch attended Furman University, and was 
graduated fiom the University of South Carolina and 
from the Medical College of Charleston. He served his 
internship at Roper Hospital in Charleston. 

During World War II he served three years as a 
Lieutenant (jg) in the United States Navy. 

Dr. George W. Fort, age 38, a native of Clarksville, 
Tennessee, a graduate of the University of ‘Tennessee's 
Medical College, having served an internship at Co 
lumbia Hospital, began the general practice of medi- 
cine on July | in Calhoun Falls. 

Dr. B. F. Sowell, a native of Chesterfield County, is 
now associated in the practice of medicine in Chester- 
field with Dr. Walter R. Wiley. 

Dr. Sowell was graduated from the Medical College 
of South Carolina in 1955. He completed his intern- 
ship at McLeod Infiramry in Florence this June. 

Dr. Allen Slone has affiliated with Dr. George Tyson 
in the practice of medicine in Florence. 

Dr. Slone was graduated from the Medical College 
of South Carolina in 1955 and served his internship 
at McLeod Infiramry. He was graduated from Clemson 
College in 1951 with an M.S. degree and received his 
B.S. from Wofford in 1949. He spent three years in 
the Navy before beginning his formal education. 


Dr. Robert R. Sewell, who has completed a tour of 
duty with the Army, plans to return to Anderson 
where he will resume the general practice of medicine. 

Dr. Sewell, who had the rank of captain in the 
Army, was discharged from Fort Sam Houston, where 
he had been stationed for several months. Prior to 
that he was the commanding officer of the medical 
detachment of the First Cavalry Division at Camp 
Younghans, in Japan, where he was located from 
Sept. 2, 1954 to January 21, 1955. 


Dr. Charles N. Simmons took over Dr. G. L. Irwin's 
practice in Sumter in June. Dr. Irwin, who does not 
plan to resume his local practice, is going to Chapel 
Hill, N. C. to study radiology. 

A native of Sullivan’s Island, Dr. Simmons is a 
graduate of the Medical College of S. C. and the Uni- 
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versity of S. C., where he was on the Dean's List and 
a Phi Beta Kappa. He interned at Roper Hospital, 
and also spent time at St. Francis Xavier and Baker 
Memorial Hospital in Charleston. 


Dr. Wayne C. Brady, former chief of orthopedic 
surgery at Philadelphia Naval Hospital, has joined 
Dr. Charles B. Thomas in partnership in Greenville. 
Dr. Brady was discharged from active navy duty in 
May 1956, with the rank of lieutenant commander. 

From 1943 until 1945 he served in the navy. Gradu 
ated from the Medical College of South Carolina in 
1947, he served a rotating internship at Southern Bap- 
tist Hospital, New Orleans, La., and at Columbia 
Hospital, Columbia. 


Entering the navy for the second time in January, 
1947, Dr. Brady received his orthopedic training at 
Columbia Hospital and at the United States Naval 
Bethesda, Md. He 


surgery in naval hospitals at Camp Lejeune, Newport, 


Hospital, practiced orthopedic 


Bethesda, and Philadelphia. 


THBP DISTINGUISHED SERVICE AWARD 
OF THE 
SOUTHERN MEDICAL ASSOCIATION 

The Distinguished Service Award of the Southern 
Medical Association was created by an amendment to 
the Constitution and By-Laws of the Association at 
its Forty-Ninth Annual Session in Houston, Texas, 
November 14-17, 1955. 

The Distinguished Service Award was established 
for the purpose of recognizing a physician-member of 
the Southern Medical Association for outstanding con- 
tributions to the of Medicine. The 
Southern Medical Association, since 1912 and until 
1955, had awarded a research Medal to fifteen re- 
cipients. The Research Medal was awarded only for 
work done in the field of pure medical research. 

Another purpose of the Distinguished Service Award 


advancement 


is to broaden the base of the scientific awards of the 
Association. The Distinguished Service Award may 
be bestowed for outstanding and meritorious work 
done in any field of medicine or its related and 
ancillary sciences. Thus, outstanding achievement in 
the fields of medicine, surgery, research, medical ed- 
ucation, and in any of the medical and surgical special- 
ties comes within the scope of the Distinguished 
Service Award. 

Any member of the Association in good standing is 
eligible for nomination as a recipient of the Award. 

Any member in good standing of the Association 
may nominate a candidate for the Award. 

The nominees are evaluated by an unpublicized 
committee which selects three of the nominees  an- 
nually and submits their names to the Council of the 
Southern Medical Association. 

The Council elects annually one of the three sub- 
mitted by the Committee on the Distinguished Service 
Award as the recipient. 





The election by the Council is held during the 
Annual Meeting of the Association. If possible, the 
winner is publicly presented to the Association during 
the last general session of the membership at a given 
annual meeting. 














Family doctors from all parts of the country at- 


tended the formal dedication of the new American 
Academy of General Practice headquarters building, 
Volker Boulevard at Brookside, Kansas City, Mo. on 
September 1, 1956. 

The new $660,000 building includes the editorial 
and production offices of GP magazine, published 
monthly by the Academy. 

The Academy, founded in 1947, currently has more 
than 21,000 family doctor members. 


A course, “Recent Advances in Cardiovascular Dis- 
eases,” is being held at The Mount Sinai Hospital, 
New York, October 8th thru 12th, 1956, under the 
auspices of The American College of Physicians. The 
co-directors will be Arthur M. Master and Charles K. 
Friedberg. The fees for members of The American 
College of Physicians will be $30.00, non-members 
$60.00. Registration should be filed with the Executive 
Secretary, American College of Physicians, 4200 Pine 
Street, Philadelphia 4, Pennsylvania. 


Margaret B. DeVore, M. D. announces the opening 
of her office for the practice of General Medicine at 
3 Avondale Avenue, Avondale, Charleston, S. C. 





Dr. Joseph D. Thomas, Denmark physician, became 
president of the Denmark Lions club for the year 
beginning July 1. 

Dr. Julian Price, Florence, has been re-elected to 
the Board of Trustees of the American Medical Asso- 


ciation. 


A residency program in surgery was initiated at 
Greenville General Hospital on July 1. 
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The program has been developed by the medical 
staff of the hospital and approved by the American 
Medical Association and the American Board of Sur- 


gery. 

Dr. David Wilson, who has been elected head of 
the department of general surgery, will be re- 
sponsible for directing the four-year residency pro- 
gram at Greenville. 


A new infirmary has just been completed at Carlisle 
Military School and will be named in honor of Dr. 
Henry Jefferson Stuckey, the school’s physician since 
1911. 


The Committee on Maternal Welfare of the South 
Carolina Medical Association is to be constituted as 
follows— 

Dr. Lawrence Hester, Chairman, Charleston. 
Dr. William A. Hart, Columbia. 

Dr. John Fleming, Spartanburg. 

Dr. James E. Bell, Jr., Sumter. 

Dr. William Speissegger, Charleston. 

Dr. Sol Neidich, Beaufort. 

Dr. Swift Black, Dillon. 

Dr. Duncan Alford, Spartanburg. 

Dr. Hilla Sheriff, Columbia, Ex-officio. 


Two new members of the executive committee of 
the State Board of Health were named by Gov. Tim- 
merman. 

They are: Dr. Frank C. Owens of Columbia, to re- 
place Dr. W. R. Barron of Columbia; and Dr. W. 
Wyman King of Batesburg, to replace Dr. L. D. 
Boone of Bluffton. 

All other members were re-appointed. They are: 
Dr. W. R. Wallace of Chester, Dr. Keitt H. Smith of 
Greenville, Dr. W. R. Mead of Florence, Dr. Richard 
W. Hanckel of Charleston, and Dr. E. W. Camp, Jr. 
of Anderson. 

Dr. R. L. Crawford of Lancaster was appointed to 
the hospital advisory council of the State Board of 
Health to replace Dr. King who resigned to become 
a member of the executive committee. Dr. Crawford’s 
term lasts until September 17, 1957. 


Dr. W. M. Lemmon of Columbia has been awarded 
a fellowship for post-doctoral studies from the Na- 
tional Heart Institute. 

He has a two year period of traineeship with Dr. 
C. P. Bailey in Philadelphia at the Hahnemann Hos- 
pital Heart Institute. 

He is a native of Sumter where his father, Dr. 
Charles J. Lemmon, is a doctor. 

Doctor Lemmon’s study will keep him at the 
Philadelphia institution until about June 30, 1958. 


A Citizens’ Committee has been appointed at Beth- 
une for the purpose of helping to secure a physician 
for the community, Mayor W. A. McDowell, Jr., re- 
ported. 


SEPTEMBER, 1956 





Bethune was left without a medical doctor when 
Dr. D. E. Tiffiney moved away some time ago. 


During the recent South Carolina Medical Associa- 
tion Annual Meeting at Myrtle Beach, Dr. W. V. 
Branford was elected President of the South Carolina 
Alumni Chapter of the Phi Rho Sigma Medical Frat- 
ernity. Other officers elected were Dr. John A. Von- 
lehe, Walterboro, Vice-President, Dr. Henry F. Hall, 
Columbia, Secretary and Treasurer. Dr. Ely Brooks, 
Charleston is councilor for Chi Delta a student mem- 
bership of seventy medical students. 


A new medical partnership has been established 
consisting of Doctors $. Darby Pendergrass, Jr., Paul 
H. Garrison and J. A. Underwood, Jr., for the general 
practice of medicine in Greenwood. 

Dr. Pendergrass is a graduate of the University of 
South Carolina and the Medical College of South 
Carolina, and took post-graduate training at St. 
Francis Hospital in Pittsburgh. He has been in general 
practice in Greenwood for the past four years. 

Dr. Garrison, a graduate of Wofford College and 
the Medical College of South Carolina, took his post- 
graduate training at Spartanburg General Hospital. 
He has been associated with Dr. Pendergrass for the 
past year. 

Dr. Underwood is a graduate of the United States 
Naval Academy at Annapolis and the Medical Col- 
lege of South Carolina, with post-graduate training at 
Greenville General Hospital. He has been established 
in general practice in Greenwood for the past year. 


Dr. R. M. Fuller is now associated with Dr. George 
R. Blalock in the Blalock Clinic and Hospital at 
Clinton for the general practice of medicine. 


James S. Howell, Jr., M. D. announces the opening 
of his office for the practice of general medicine at 
Pinecrest—Magnolia-Garden Road, Charleston. 


Charles B. Thomas, M. D. announces the association 
of Wayne C. Brady, M. D. in the practice of ortho- 
pedic surgery at 701 Pendleton Street, Greenville. 


One of South Carolina’s doctors completed 50 years 
of practicing medicine in Georgetown this June. 

In 1911, Dr. Bell left Georgetown to serve three 
years on the state board of health, but he was more 
than anxious to get back to his adopted hometown. 

One of Dr. Bell’s most recent honors was when his 
old Alma Mater, the Medical College of Virginia, 
awarded him a pin for 50 years of service in the field 
of medicine. 


Dr. L. R. Richardson, Jr. and Dr. William J. Ban- 
nen, Jr. will begin a partnership in the practice of 
general medicine at Simpsonville on July 1. 

Dr. Richardson is a 1949 graduate of the Medical 
College of South Carolina. He served his internship 
at Greenville General Hospital. In 1954 he entered 
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the U. S. Air Force and is now on duty at Maxwell 
Air Force Base, Alabama. 

Dr. Bannen graduated from the University of 
Maryland School of Medicine in 1946, interned at 
Medical Center in Pittsburgh, Pa., and completed a 
general residency at Thomas Hospital in Charleston, 
W. Va. He practiced general medicine in Dunbar, 
W. Va., and was an Air Force flight surgeon two 
years. He served a year’s residency in pediatrics at 
Salt Lake City General Hospital. He has practiced 
general medicine in Simpsonville since Sept. 1954. 


FLUORINE EQUALS BETTER TEETH 

Children in Kingstree have less than one-half the 
number of cavities in their teeth as do tots of Green- 
ville. 

A recently completed survey by the State Board of 
Health has revealed that, on the average, Kingstree 
children experience 60 per cent less tooth decay than 
do the Greenville children. The study further dis- 
closed that continuous resident children of Kingstree 
have an average of one decayed, missing, or filled 
tooth, compared to five for Greenville children, or 80 
per cent less tooth decay. 

State health officials attribute the marked differ- 
ence in tooth decay rates to the fact that Kingstree 
benefits from the presence of fluorine in the com- 
munity’s water supply. 

In order to confirm results of studies on fluorida- 

tion made throughout the country in a “closer- 

to-home” location, the dental division of the 

State Board of Health examined 1,072 school 

children, age 5 through 16, in the Kingstree 

school system, to determine the dental decay 
experience of children reared on fluoridated 
water. The results of this study were compared 
with a similar survey of Greenville, conducted in 

1954. 

Other significant contrasts were noted between the 
children of the two cities. Only two per cent of con- 
tinuous resident children in Kingstree had experienced 
loss of a permanent tooth, compared with 30 per cent 
of all children in Greenville. The average number of 
missing permanent teeth per child in Greenville was 
19 times that for Kingstree’s continuous residents. 
The percentage of children with no decay experience 
in permanent teeth for Kingstree (38% ) was almost 
three times greater than for Greenville (14% ). 

State dental officials were quick to explain that the 
survey of 1954 showed that the quality and amount 
of dental care received by Greenville children was 
excellent. In spite of this, however, for every tooth 
decayed and unfilled in Kingstree children, there 
were two needing filling in Greenville. 

The health agency also pointed out that these and 
other studies, in addition to revealing differences in 
tooth decay rates in various localities, are useful in 
deciding community action needed for combatting 
dental public health problems. 


S. C. Board of Health News Letter 
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ANNOUNCEMENTS 





MEETING IN CHARLOTTE 

On Thursday, November 8, 1956 at the Hotel Char- 
lotte, Charlotte, N. C., the Mecklenburg County Chap 
ter of the North Carolina Academy of General Practice 
is sponsoring a “Symposium on Abdominal Conditions”. 
There will be six speakers, all of national prominence 
Ihe moderators for the sessions will be Dr. C. C. 
Carpenter, Dean of Bowman Gray Medical School, 
Winston-Salem, North Carolina; and Dr. W. R. Berry 
hill, Dean of the University of North Carolina Medical 
School, Chapel Hill, North Carolina. 
and speakers are listed below: 


The subjects 


Technique and Value of Sigmoidoscopy—J. P. 
Nesselrod, M.D., Chicago 

Detection of Ectopic Pregnancy—Lewis I. Post, 
M.D., New Orleans 

Unexpected Abdominal Conditions in Infancy and 
Childhood—Orvar Swenson, M.D., Boston 

Non-penetrating Abdominal Injuries—N. Frederick 
Hicken, M.D., Salt Lake City 

Management of the Jaundiced Patient—Paul S. 
Rhoads, M.D., Chicago 

Gastro-Intestinal Disorders in the Elderly Patient— 
Frederic D. Zeman, M.D., New York City 

This program has category 1 (formal) approval by 
the American Academy of General Practice. 

The American Goiter Association again offers thx 
Van Meter Prize Award of $300.00 and two honorable 
mentions for the best essays submitted concerning 
original work on problems related to the thryroid gland. 
The award will be made at the annual meeting of the 
Association which will be held in the Hotel Statler, 
New York, New York, May 28, 29 and 30, 1957, 
providing essays of sufficient merit are presented in 
competition, 

rhe competing essays may cover cither clinical o1 
research investigations, should not exceed 3,000 words 
in length and must be presented in English. Duplicate 
typewritten copies, double spaced, should be sent to the 
McClintock, 149 Washington 
Avenue, Albany 10, New York, not later than January 
15, 1957. 


scripts is composed of men well qualified to judge the 


Secretary, Dr. John C. 
The committee who will review the manu 


merits of the competing essays. 


The Council on Undergraduate Medical Education 
of the American College of Chest Physicians offers three 
cash awards to be given annually for the best contri- 
butions prepared by undergraduate medical students 
on any phase in the diagnosis and treatment of chest 
diseases (heart, lungs or both). 

Upon the recommendation of the Council, which was 
approved by the Board of Regents of the College at 
their recent annual meeting, the awards will be in- 
creased for the 1957 contest. The first prize will be 
$500; second prize will be $300; and third prize $200 
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Each winner will also receive a certificate of merit. 


The winning contributions will be selected by a 
committee of chest specialists and will be announced 
at the 23rd Annual Meeting of the American College 
of Chest Physicians to be held in New York City, 
May 29-June 2, 1957. All manuscripts become the 
property of the American College of Chest Physicians 

Urology Award —‘The American Urological Associa- 
tion offers an annual award of $1000 (first prize of 
$500, second prize $300 and third prize $200) for essays 
on the result of some clinical or laboratory research in 
Urology. Competition shall be limited to urologists 
who have been graduated not more than ten years, and 
to hospital internes and residents doing research work 
in Urology. 

The first prize essay will appear on the program of 
the forthcoming meetings of the American Urological 
Association, to be held at the Hotel William Penn, 
Pittsburgh, Pennsylvania, May 6-9, 1957. 

For full particulars write the Executive Secretary, 
William P. Didusch, 1120 North Charles Street, Balti- 
more, Maryland. Essays must be in his hands before 
December 1, 1956. 

AMERICAN RHINOLOGIC SOCIETY 
ANNUAL MEETING 

The American Rhinologic Society will hold its annual 
meeting in Chicago, October 9-13 

The first evening will be devoted to a_ business 
session. A series of surgical demonstrations and sem 
inars will be presented in the Illinois Masonic Hospital 
from 8 a. m. to 10 p. m. on the three following days 
These will cover many phases of rhinology and will be 
conducted under the direction of Dr. Maurice H. Cottle 
professor and chairman of the department of oto- 
laryngology, Chicago Medical School. 

Ihe annual scientific program will be presented in 
the Palmer House on the closing day. This will include 
a morning symposium on “Expanding Horizons in 
Rhinology,” with the following participants: 

Dr. Charles J. Petrillo, Yale University School of Medi- 
cine, New Haven. (Anatomy) 

Dr. Newton D. Fischer, University of North Carolina 
School of Medicine, Chapel Hill. (Physiology) 

Dr. Harold S. Ulvestad, University of Minnesota Medi 
cal School, Minneapolis. (Surgery) 

Dr. French K. Hansel, Washington University College 
of Medicine, St. Louis. (Allergy) 

Guest speakers on the afternoon program will be: 
Dr. Roy R. Grinker, director of the Institute for Psy- 

chosomatic and Psychiatric Research, Michael Reese 

Hospital, Chicago, “The Psychosomatic Approach to 

Rhinological Problems.” 

Dr. Conrad Pirani, professor of pathology, University 
of Illinois College of Medicine, Chicago, “The Con- 
nective Tissue in Wound Healing.” 

Hubert R. Catchpole, Ph.D., research associate pro- 
fessor of pathology, University of Illinois College of 
Medicine, Chicago, “Newer Ideas on the Significance 
of Ground Substance of Connective Tissue.” 


SEPTEMBER, 1956 


Dr. Matthew S. Ersner, professor of otolaryngology 
and rhinology, Temple University, Philadelphia, wil! 
be the guest of honor and speaker at a dinner in the 
evening. The toastmaster will be Dr. Ralph H_ Riggs, 
Shreveport, president of the Society. 

To Physicians in South Carolina: 

Having cut my eyeteeth (literally) in the Southern 
Medical Association, I can, indeed, say that it has 
meant much through the years scientifically and 
socially. There friends have been made I would loathe 
to lose or long lay by. There I have been met with 
helpfulness, enthusiasm, and encouragement. The 
Southern can mean as much to you as it has to me 
in return for a small investment of interest and time 
most pleasurably spent. 

My appeal is particularly to younger men in medi- 
cine, though all can benefit by membership in South- 
ern. Here is a forum for your thoughts, a garden in 
which to grow, a place where always a gentleman may 
say what he thinks and know that he is among friends. 

The coming Golden Anniversary Meeting in Wash- 
ington, D. C., November 12-15, will be an occasion 
well worth your consideration and attendance, and 
will, no doubt, live long in memory. 

Join us in Washington for a real medical meeting, 
big enough, small enough, and just the thing for you 
and me. 

Sincerely, 
J. W. Jervey, Jr., M. D 
Councilor For South Carolina 


SOUTHEASTERN ALLERGY ASSOCIATION 
October 5 and 6, 1956 
Barringer Hotel, Charlotte, N. C. 
Friday, October 5, 1956 
Theme: Allergy and Its Relationship to Medicine and 
Surgery 
9:15 A. M. 

“Allergy and Its Relation to General Medicine”— 
Katharine Baylis MacInnis, M. D., Columbia, S. C. 

“Drug Allergy’—David Thomas, M. D., Augusta, 
Ga. 

“The Steroids and their effects on various Im- 
munological and Allergic Reactions’—Carl E. Arbes- 
man, M. D., Buffalo, N. Y., Pres. American Academy 
of Allergy. 

“The Allergist, the Otolaryngologist, and the 
Patient’—Theo. E. Walsh, M. D., Prof. of Oto- 
larygology, Washington University. 

“A New Look at Allergy’—Charles P. Wofford, 
M. D. in collaboration with John B. McKinnon, M. D. 
and Ben D. Hall, M. D., Johnson City, Tenn. 

“The Changing Picture of Allergy’—Ethan Allan 
Brown, M. D., Boston, Mass., Pres. American College 
of Allergists. 

AFTERNOON SESSION 
Chairman, Charles P. Wofford, M. D. 
2:00 P. M. 
“Bronchial Asthma with Complications” 
Discusser: Oscar C. E. Hansen-Pruss, M. D., Pro- 
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fessor of Medicine, Duke University Medical School. 

Necropsy Discussion: Gordon R. Hennigar, M. D., 
Associate Professor of Pathology, Medical College of 
Virginia. 

Panel on Pediatric Allergy—Lewis D. 
M. D., Atlanta. 

“The Pediatrician and Preventive Measures’ — 
Mary Margaret McLeod, M. D., Sanford, N. C. 

“Allergic Dermititis in Children’—G. Frederick 
Hieber, M. D., St. Petersburg, Fla. 

“Psychiatric Aspects of Allergy in Pediatrics’ —Olin 
Shivers, M. D., Atlanta, Ga. 

Banquet 
October 6, 1956 
9:00 A. M. 

Panel: “Role of Chronic Lung Disease in Chronic 
Asthma”—Moderator, Oscar Swineford, Jr., Professor 
of Internal Medicine, University of Virginia Hospital. 

“Physiology of Normal Breathing’—Changes pro- 
duced by chronic lung diseases—Kelly T. McKee, 
M. D., Associate Professor of Medicine, Medical Col- 
lege of S. C. 

“Pathogenesis and description of the Chronic Lung 
Diseases Associated with Wheezing’—John L. Guer- 
rant, M. D., Associate Professor of Internal Medicine, 
University of Virginia Hospital. 

“Differential Diagnosis of Asthma Due to Allergy, 
Infection, and Chronic Lung Disease’—Alexander 
McCausland, M. D., Roanoke, Va. 

“Medical Treatment of Chronic Lung Diseases: 
Antibiotics, Allergy, Spasmolytics, Postural Drainage, 
Expectorants’—Ben Miller, M. D., Columbia, S. C. 

“Surgical Treatment of Chronic Lung Diseases 
Which Cause Asthma; Bronchoscopy, Excision of 


Hoppe, 


Tumors, lobes, cysts, nerve resection, etc.” —William 
A. Hopkins, M. D., Atlanta. 

This program has been accepted by the American 
Academy of General Practice for ten hours credit in 
Category #2. 


SOUTHEASTERN STATES CANCER SEMINAR 


NOVEMBER 7 and 8, 1956 
Jacksonville, Florida 
George Washington Hotel 


MORNING, FIRST DAY 


Early recognition and treatment of 

Breast Tumors Dr. Everett D. Sugarbaker 
Treatment of recurrent and late 

Carcinoma of the Breast Dr. Elliott Scarborough 
The value of extended surgery for 
Dr. Everett D. Sugarbaker 
Panel discussion on management of Carcinoma of the 


Carcinoma of the Breast 


Breast. 


(1) Dr. Everett D. Sugarbaker—Chairman 
(2) Dr. James Elliott Scarborough 
(3) Dr. Eugene P. Pendergrass 
(4) Dr. William Meissner 
Radiological Aspects of Malignant 


Tumors of the Lung . Dr. Eugene P. Pendergrass 


Surgical Aspects of Malignant ‘Tumors 
of the Lung... . . . . Dr. Alton Ochsner 


AFTERNOON 
Phe role of Cytology in early diagnosis of malignancies 
(1) Dr. Emerson Day—Chairman 
(2) Dr. Cyrus C. Erickson 
(3) Dr. Ruth M. Graham 
Treatment of Carcinoma 
of the Cervix... . . . Dr. Willard Allen 


Panel discussion on Female Genital Neoplasm, other 
than Carcinoma of the Cervix. 
(1) Dr. Willard Allen—Chairman 
(2) Dr. Emerson Day 
(3) Dr. Cyrus C. Erickson 
(4) Dr. Ruth M. Graham 


(5) Dr. William Meissner 


— 


(6) Dr. Eugene P. Pendergrass 
(7) Dr. James Elliott Scarborough 


Pumor Chemotherapy . . . . Dr. Alfred Gellhorn 


MORNING, SECOND DAY 


Carcinoma of the Stomach Dr. George T. Pack 
Incidence, detection, and management 
of Polyps of the Colon and 


Rectum - . . . . . Dr. Michael R. Deddish 


Ihe role of Radiology in early detection 


of Colonic Tumors . Dr. Robert D. Moreton 


Recent advances in management of 
Cancer of the Colon . . . Dr. Richard B. Cattell 
Panel discussion on diagnosis and treatment of Car- 
cinoma of the Colon and Stomach. 
(1) Dr. Michael R. Deddish—Chairman 
(2) Dr. Richard B. Cattell 
(3) Dr. William Meissnei 
(4) Dr. Robert D. Moreton 
(5) Dr. George T. Pack 
Precancerous skin lesions, Hemangioma, 
Cutaneous Carcinogenic effect of 
sunlight, and Basal Cell 


Epithelioma Dr. George Clinton Andrews 


AFTERNOON 


Fumors of soft tissues . . . . Dr. George T. Pack 
Squamous Cell Epithelioma and 
Melanoma Dr. George Clinton Andrews 
Panel discussion on ‘Tumors of the skin and subcu 
taneous tissue. 
(1) Dr. George Clinton Andrews 
(2) Dr. George T. Pack 
Carcinoma of the Larynx: present concept 
of management Dr. Danely P. Slaughter 
Surgery and radioactive iodine in 
management of Tumors 
of the Thyroid Dr. Edgar L. Frazell 
Panel discussion on ‘Tumors of the head and neck. 
(1) Dr. James Elliott Scarborough—Chairman 
(2) Dr. Richard B. Cattell 
(3) Dr. Edgar L. Frazell 
(4) Dr. William Meissner 
(5) Dr. Danely P. Slaughter 
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WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. E. Gordon Able, Newberry, S. C. 


Bulletin Secretary: Mrs. Ritchie Belser, Charleston, S. C. 





DIRECTORY OF OFFICERS 
1956-1957 
WOMAN’S AUXILIARY TO THE SOUTH 
CAROLINA MEDICAL ASSOCIATION 
ADVISORY COUNCIL 
Dr. B. Owen Ravenel, Chairman, Charleston, S. C. 
Dr. O. B. Mayer, Columbia, S. C. 
Dr. D. L. Smith, Spartanburg, S. C 
Dr. Richard Johnson, St. George, S. C. 
Mr. M. L. Meadors, Florence, S. C. 
OFFICERS 
President—Mrs. E. Gordon Able, Newberry, S. C. 
President-Elect—Mrs. B. J. Workman, Woodruff, S. C. 
First Vice President—Mrs. K. M. Lippert, Columbia, 
S. <. 
Second Vice President—Mrs. Wallis D. Cone, Sum- 
ter, S. C. 
Third Vice President—Mrs. Wayne Reeser, Conway, 
.. <. 
Fourth Vice President—Mrs. John Martin, Anderson, 
ms. 
Recording Secretary—Mrs. Lawson W. Stoneburner, 
Greenville, S. C. 
Historian—Mrs. S. Edward Izard, Charleston, S. C. 
Treasurer—Mrs. George Orvin, Charleston, S. C. 
Corresponding Secretary—Mrs. R. E. Livingston, Jr., 
Newberry, S. C. 
Parliamentarian—Mrs. T. A. Pitts, Columbia, S. C. 
CHAIRMEN OF STANDING COMMITTEES 
American Med. Education Foundation—Mrs. E. H. 
Thomason, Olanta, S. C. 
Bulletin National—Mrs. John M. Brewer, Kershaw, 
2. <. 
Convention—Mrs. J. Sasser, Conway, S. C.; Mrs. Von 
Long, Newberry, S. C. 
Doctor's Day—Mrs. Ripon LaRoche, Camden, S. C. 
State Bulletin—Mrs. Ritchie H. Belser, Charleston, 
Ss. C. 
Finance—Mrs. George Dawson, Florence, S. C. 
Today’s Health—Mrs. Hugh W. Mole, Denmark, S. C. 
Legislation—Mrs. George W. Smith, Columbia, S. C. 
Membership—Mrs. James Allgood, Inman, S. C. 
Jane Todd Crawford Memorial Fund & Nurse Recruit- 
ment—Mrs. John T. Cuttino, Charleston, S. C. 
Co-Chairman—Mrs. T. P. Valley, Pickens, S. C. 
Treasurer—Mrs. John Brewer, Kershaw, S. C. 
Printing—Mrs. B. M. Montgomery, Newberry, S. C. 
Publicity and Press—Mrs. Fritz N. Johnson, Mullins, 
Ss. C. 
Public Relations—Mrs. Samuel B. Moyle, Walhalla, 
S. C. 
Revisions—Mrs. W. H. Folk, Spartanburg, S. C. 
Student Loan Fund—Mrs. David F. Adcock, Colum- 
bia, S. C. 


SepremBer, 1956 


Co-Chairman—Mrs. W. P. Turner, Greenwood, S. C. 
Treasurer—Mrs. J. L. Sanders, Greenville, S. C. 
CHAIRMEN, SPECIAL COMMITTEES 
Civil Defense—Mrs. H. B. Morgan, Ware Shoals, S. C. 
Future Nurses Club Rally—Mrs. W. H. Williams, 
Rock Hill, S. C. 
Guidebook—Mrs. David A. Wilson, Greenville, S. C. 
Mental Health—Mrs. O. B. Mayer, Columbia, S. C. 
Safety—Mrs. Kenneth Lawrence, Florence, S. C. 
DELEGATES TO THE ANNUAL CONVENTION 
OF THE WOMAN’S AUXILIARY TO THE 
A.M.A.—CHICAGO, JUNE 11-15 
Mrs. E. Gordon Able, Presidential Delegate, New- 
berry, S. C. 
Mrs. Wayne Reeser, Conway, S. C. 
Mrs. Joseph G. Sylvester, Florence, S. C. 
Mrs. D. O. Winter, Sumter, S. C. 
DIRECTORY OF OFFICERS 
COUNTY PRESIDENTS 
(Numbers in parentheses indicate membership of 
Auxiliary ) 
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Mrs. Ned Camp, Concord Rd., Anderson, S. C. 
Charleston ( 105) 
Mrs. Vince Moseley, 51 E. Battery, Charleston, S. C. 
Edisto (37) 
Mrs. James C. Shecut, Box 708, Orangeburg, S. C. 
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Mrs. W. Hal Powe, Jr., 13 Victory Dr. Greenville, S. C. 
Greenwood and Abbeville (22) 
Mrs. Paul Massengill, Sunset Drive, Greenwood, S. C. 
Horry (18) 
Co-Presidents 
Mrs. C. L. Mattes, Jr. 
Box 1701 
Myrtle Beach, S. C. 
Mrs. Carey DuRant, 5103 N. Ocean Blvd. 
Myrtle Beach, S. C. 
Kershaw (14) 
Mrs. Carl West, 1707 Sarsfield Ave., Camden, S. C. 
Newberry (13) 
Mrs. Kemper Lake 
Whitmire, S. C. 
Oconee (18) 
Mrs. Harry B. Mays, Fair Play, S. C. 
Pee Dee (90) 
Mrs. Earl Hodge, Cheraw, S. C. 
Pickens (17) 
Mrs. J. A. White, Easley, S. C. 
Richland (134) 
Mrs. L. C. Davis, 1413 Pickens St., Columbia, S. C. 
Ridge (11) 
Mrs. Marvin H. McLin, Batesburg, S. C. 
Spartanburg (77) 
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Mrs. B. J. Workman, Sr., Woodruff, S. C. 
Sumter (29) 
Mrs. Wilson Greene, 110 Wactor, Sumter, S. C. 
York (31) 
Mrs. Thomas Murrah, Meadowbrook Lane 
Rock Hill, S. C. 


SOUTH CAROLINA STATE AUXILIARY 
WINS AWARD AT NATIONAL CONVENTION 


AMEF awards to the ten State groups who made 
the highest income per capita fund raising record 
was made at the Annual Luncheon Meeting of the 
Woman’s Auxiliary to the American Medical Associa- 
tion on Wednesday, June 13, 1956 in the Grand Ball- 
room of the Conrad Hilton Hotel in Chicago. Making 
the presentation was Dr. G. F. Lull, AMA Secretary- 
General. Number six with $1.87 per capita, was 
South Carolina. Highest praise goes to those who had 
a part in this achievement. 


Among the County Auxiliary winners in the 1955- 
56 Subscription Contest to Today’s Health were 
three South Carolina County Auxiliaries. In Group | 
of the More Exclusive Club is Newberry County with 
250% of their contest quota. Placing in Group I of 
the 1956 Exclusive Club was Pickens County with 
119% of their Contest Quota. And the Pee Dee 
Auxiliary was among those in Group III of the 1956 
Exclusive Club. Congratulations to the splendid show- 
ing these groups made. 





REPORT ON ACTIONS OF THE HOUSE 
OF DELEGATES 
AMERICAN MEDICAL ASSOCIATION 
105th ANNUAL MEETING 
JUNE 11 - 15, 1956 
CHICAGO 


CHICAGO, June 15 — Hospital accreditation, 
evaluation of graduates of foreign medical schools, 
private practice by medical school faculty members, 
federal aid to medical education and premature pub- 
licity on new drugs were among the major subjects 
acted upon by the House of Delegates at the Ameri- 
can Medical Association’s 105th Annual Meeting held 
June 11 - 15 in Chicago. 

Dr. David B. Allman, surgeon of Atlantic City, 
N. J., was named unanimously as president-elect for 
the coming year. A member of the A. M. A. Board 
of Trustees since 1951 and also chairman of the 
Committee on Legislation, Dr. Allman will become 
president of the American Medical Association at the 
June, 1957, meeting in New York City. He will suc- 
ceed Dr. Dwight H. Murray of Napa, Calif., who 
took office at the Tuesday evening inaugural program 
in the Chicago Civic Opera House. 

The House of Delegates selected Dr. Walter L. 
Bierring of Des Moines, Iowa, as recipient of the 





1956 Distinguished Service Award of the American 
Medical Association for his long and outstanding con- 
tributions to medicine and humanity. Dr. Bierring, a 
past president of the A. M. A., was honored for his 
achievements in the fields of public health and medi- 
cal examining board work. He formally accepted the 
award at the Tuesday inaugural program. 
Hospital Accreditation 

The House of Delegates approved the report of 
the Committee to Review the Functions of the Joint 
Commission on Accreditation of Hospitals, which 
was appointed by the Speaker as a result of action 
taken at the June, 1955, meeting. The Committee 
came to the following conclusions: 

“1. Accreditation of hospitals should be continued. 

“2. The Joint Commission should maintain its pres- 
ent organizational representation. 

“3. The Board of Trustees should report annually 
to the House of Delegates on the activities of the 
Joint Commission. 


“4. Physicians should be on the administrative 
bodies of hospitals. 

“5. General practice sections in hospitals should be 
encouraged. 

“6. Staff meetings required by the Joint Com- 
mission are acceptable, but attendance requirements 
should be set up locally and not by the Commission. 

“7. The Joint Commission should not concern it- 
self with the number of hospital staffs to which a 
physician may belong. 

“8. The Joint Commission is not and should not be 
punitive. 

“9. The Joint Commission should publicize the 
method of appeal to hospitals that fail to receive ac- 
creditation. 

“10. Reports on surveys should be sent to both ad- 
ministrator and chief of staff of hospital. 

“11. Surveyors should be directly employed and 
supervised by the Joint Commission. 

“12. Surveyors should work with both administra- 
tor and staff. 

“13. New 
doctrination. 


surveyors should receive better in- 

“14. Blue Cross and other associations should be 
requested not to suspend full benefits to non-ac- 
credited hospitals until those so requesting have been 
inspected. 

“15. The American Medical Association should con- 
duct an educational campaign for doctors relative to 
the functions and operations of the Joint Commission. 

“16. The Committee also suggests that the Amer- 
ican Medical Association ind the American Hospital 
Association encourage educational meetings for hos- 
pital boards of trustees and administrators either on 
state or national levels to acquaint those bodies with 
the functions of accreditation. 

“17. This Committee asks to be discharged upon 
submission of this report to the House of Delegates.” 
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The House also approved a reference committee 
suggestion that the following statement be added to 
strengthen the report: 

“The Committee recommends that the com- 
missioners to the Joint Commission on Accreditation 
of Hospitals, appointed by the Board of Trustees of 
the American Medical Association, urge that Com- 
mission to study: 

“1. The problems of the exclusion from hospitals 
and arbitrary limitation of the hospital privileges of 
the general practitioner, and 

“2. Methods whereby the following stated prin- 
ciples may be achieved: 

“ “The privileges of each member of the medical 
staff shall be determined on the basis of professional 
qualifications and demonstrated ability.’ 

“Personnel of each service or department shall be 
qualified by training and demonstrated competence, 
and shali be granted privileges commensurate with 
their individual abilities.’ ” 

Graduates of Foreign Medical Schools 

The House of Delegates approved in principle a 
program for the evaluation of graduates of foreign 
medical schools seeking hospital positions in the 
United States. The proposed program was developed 
by the Cooperating Committee on Graduates of 
Foreign Medical Schools, representing the A. M. A. 
Council on Medical Education and Hospitals, Ameri- 
can Hospital Association, Association of American 
Medical Colleges and Federation of State Medical 
Boards of the United States. 

The following principles were emphasized by the 
Council on Medical Education and Hospitals in its 
report recommending A. M. A. participation in the 
program: 

“}. Although the responsibility to share opportuni- 
ties in medicine is recognized, the primary concern 
must be for the health care of the American public. 
Thus, before assuming responsibility for the care of 
patients as interns or residents, all graduates of 
foreign medical schools (immigrants, exchange stu- 
dents and American graduates of foreign medical 
schools) should give evidence, as nearly as can be 
measured, of having reached a level of educational 
attainment comparable to that of students in Ameri- 
can schools at the time of graduation. 

“2. The primary objective of this Committee is to 
devise an effective mechanism for measuring educa- 
tional attainment in the absence of intimate and con- 
tinuing knowledge of the educational background of 
foreign-trained physicians. This mechanism should 
provide hospitals with pertinent information regard- 
ing the medical qualifications of foreign-trained phy- 
sicians seeking positions as interns or residents. It 
should not interfere with the hospital's privilege of 
making its own selection among qualified physicians, 
nor should it serve as a substitute for or interfere with 
the normal licensure procedures of the various state 
boards. 

“3. It is not intended that this mechanism be ap- 
plicable to those foreign medical school graduates in 
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this country as temporary students participating in 
programs of medical and related studies in recog- 
nized universities, medical schools and postgraduate 
schools, who by the very nature of their study are 
not involved in the responsibility of patient care.” 

The proposed plan calls for establishment of a 
central administrative organization to evaluate the 
medical credentials of foreign trained physicians de- 
siring to serve as interns or residents in American 
hospitals. Basic requirements would include satis- 
factory evidence of at least 18 years of total formal 
education, including a minimum of 32 months in 
medicine exclusive of any time which in this country 
would be considered as premedical study or intern- 
ship. Applicants with satisfactory credentials then 
would take a screening examination to determine their 
medical knowledge and their facility with the English 
language. Successful applicants then would be certi- 
fied to hospitals and other interested organizations, 
with the approval of the foreign-trained physician 
concerned. 

Private Practice by Medical School Faculty Members 

Another major action by the House involved the 
problem of private practice by medical school faculty 
members, which has been under study by the Com- 
mittee on Medical and Related Facilities of the Coun- 
cil on Medical Service. The House adopted a Council 
report which stated “that it shall be the policy of the 
American Medical Association that funds received 
from the private practice of medicine by salaried 
members of the clinical faculty of the medical school 
or hospital should not accrue to the general budget 
of the institution and that the initial disposition of 
fees for medical service from paying patients should 
be under the direct control of the doctor or doctors 
rendering the service.” 

It was further recommended that adequate liaison 
be developed and maintained between each county 
medical society and any medical school or schools in 
its area; that the Council on Medical Education and 
Hospitals and the Association of American Medical 
Colleges urge all medical schools to assist and work 
with medical societies in developing such liaison, and 
that publicity emanating from a medical school should 
be in good taste and of a type which has the approval 
of the general medical community in that area. 

The adopted report also said: “It is not in the pub- 
lic or professional interest for a third party to derive 
a profit from payment received for medical services, 
nor is it in the public or professional interest for a 
third party to intervene in the physician-patient re- 
lationship.” 

Federal Aid to Medical Schools 

One of the most controversial subjects of debate on 
the floor of the House was a resolution expressing 
strong, opposition to S. 1323, a bill in Congress pro- 
viding for one-time, matching grants to medical 
schools for construction purposes. The Association in 
recent years has been supporting such legislation in 
principle, with certain reservations concerning de- 
tails of some provisions. The House reaffirmed that 
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policy by approving a reference committee statement 
which said: 


“We appreciate the intent with which this resolu- 
tion was introduced, but at the same time we feel 
that there are many economic and geographical factors 
involved, which might not make this resolution prac- 
tical on a national level. Inasmuch as no evidence 
was offered to this Committee to justify a change in 
the previously declared policy of the House of Dele- 
gates, your Committee recommends that this resolu- 
tion be not adopted.” 


Premature Drug Publicity 

The House adopted a substitute resolution which 
read: 

“Whereas, In recent years, events have indicated 
the necessity for a closer liaison between the phar- 
maceutical manufacturer and the American Medical 
Association; and 

“Whereas, In view of the tremendous number of 
new drugs being developed and the expanding re- 
search programs in medical colleges, clinics and hos- 
pitals being financed by the drug industry, it is im- 
perative that the manufacturer and the medical pro- 
fession develop cooperatively guiding principles which 
will protect the American people from being subjected 
to the premature release of information pertaining to 
new products or techniques; and 

“Whereas, Competition within the pharmaceutical 
industry has become extremely keen so that in the 
advertising of their products drug manufacturing 
firms have been forced into the expenditure of larges 
and larger sums of money and in increasingly broader 
fields of advertising; therefore be it 

“Resolved, That the Board of Trustees of the 
American Medical Association appoint liaison com- 
mittee to meet with representatives of the pharma- 
ceutical manufacturers to accomplish this objective.” 

Miscellaneous Actions 

Among many other actions on a wide variety of sub- 
jects, the House also: 

Approved a Board of Trustees statement on Social 
Security which included the following: “It is im- 
perative that we distinguish clearly between this 
problem of coverage of physicians and the far more 
dangerous disability proposal. The fact should be 
recognized that the shape of medical practice in the 
future is not directly related to the inclusion or ex- 
clusion of physicians under OASI. It is a matter of 
vital importance to us as individuals, but it cannot, 
per se, stimulate further government intrusion into 
medical care. On the other hand, the disability amend- 
ment obviously brings the Social Security Administra- 
tion closer to the regulation of medical care than ever 
before.” 

Opening Session 

At the Monday opening session Dr. Elmer Hess, 
outgoing A. M. A. President, warned that the medical 
profession must be prepared to face an all-out drive 
by some labor groups for national compulsory health 





insurance. Dr. Dwight H. Murray, then President- 
Elect, told the House that general practitioners and 
specialists must guard against “any cleavage within 
our profession,” and he urged strength through unity. 

Dr. Lowell T. Coggeshall, special assistant to Secre- 
tary Marion B. Folsom of the U. S. Department of 
Health, Education and Welfare, assured the House 
that the over-all medical objectives of HEW are in 
accord with those of the A. M. A. A memorial plaque 
honoring the late Dr. Carl M. Peterson, secretary for 
17 years of the A. M. A. Council on Industrial Health, 
was presented by Dr. Ross McIntire on behalf of the 
President's Committee on Employment of the Physi- 
cally Handicapped. The Illinois State Medical Society 
presented a check for $164,940 to the American Medi- 
cal Education Foundation. 


Inaugural Program 
Dr. Murray, in his inaugural address at the Tuesday 

evening ceremony in the Chicago Civic Opera House, 
declared that “what we need most in medicine today 
is to find some way of combining modern scientific 
methods with the personal, friendly touch of the old- 
time family doctor.” 

George F. Lull, M. D. 

Secretary-General Manager 

American Medical Association 





BOOK REVIEWS 





NEW AND NONOFFICIAL REMEDIES 1956. J. B. 
Lippincott Company, East Washington Square, Phil- 
adelphia 5, Pa. $3.35. 

This invaluable little book shines like an honest 
beacon in a welter of half-baked articles and extrava 
gant advertising claims for new drugs. This edition 
sheds better light on the subject by following the 
method of the AMA Council on Pharmacy and Chem 
istry (of which it is a product) in furnishing more 
complete coverage of current information on drug 
therapy. Technical pharmaceutical information is at 
a minimum, and clinical use is emphasized. 

It should be an essential volume for every clinician. 

J. I. Warne, M.D. 


THE MORPHOLOGY OF HUMAN BLOOD CELLS. 
By L. W. Diggs, Dorothy Sturm, and Ann Bell 
W. B. Saunders Co. 1956. 181 pages. Price $12.00. 
[his manual is written for the laboratory technician 

and medical student interested only in the identifica- 

tion of cells of peripheral blood or bone marrow. It 
is divided into sections dealing with morphological 
characteristics of normal and abnormal red cells, white 
cells, and cells found only in the bone marrow. The 
final chapter, which deals with staining methods and 

a few specialized techniques, is merely a repetition 

of that found in any good text of hematology. 

Che color plates show water color reproductions of 
cells and serve to emphasize that the only way to learn 
to identify cells is through the microscope. The illus 
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CORRECTS MOST TYPES OF CONSTIPATION 


Metamucil’ 
Blends with the 
Intestinal Contents, &——= 


Soothes the Mucosa 


Metamucil is highly refined; 


it stimulates the bowel 


musculature, not the mucosa. 


When you specify Metamucil in con- 
stipation management you are select- 
ing a product which has been made at 
least 99.6 per cent pure through a 
complete process of refinement. 

All possible irritants (rough parts 
of the psyllium seed, undesirable oils 
and similar materials) are discarded 
during the refining process. A rela- 
tively small quantity of purified mu- 
cilloid powder is the result. To this is 
added an equal weight of pure anhy- 
drous dextrose to insure complete dis- 
persion in the colon. 

Such meticulous preparation as- 
sures that only the bulk-producing 
mucilloid portion of the psyllium 
seed remains and that Metamucil will 
act as a purely “physiologic” con- 
stipation corrective, providing bland 
distention to stimulate the bowel 
muscularis. 

The Metamucil mixture (formed by 
adding water to Metamucil) elicits 
gentle colonic reflex peristalsis. Evac- 
uations are normally formed and are 
not irritating. The bowel stimulation 
imparted by Metamucil is only suffi- 
cient to clear the colon of its contents; 
patients are not annoyed by the re- 








Qg, 


, 4 


peated diarrheal evacuations that re- 
sult from mucosal irritation by drastic 
cathartics. 

The blandness of Metamucil makes 
it an ideal choice for constipation as- 
sociated with a soft diet, constipation 
of pregnancy and in the aged and as 
an aid in reestablishing normal bowel 
habit after anorectal surgery. Daily 
use of Metamucil for a limited time 
will often return an atonic colon to 
normal function. 

Metamucil® is the highly refined 
mucilloid of Plantago ovata (50%), 
a seed of the psyllium group, com- 
bined with dextrose (50%) as a dis- 
persing agent. It is supplied in con- 
tainers of 1 pound—also 4 ounces and 
8 ounces. 

G. D. Searle & Co., Chicago 80, 
Illinois, Research in the Service of 
Medicine. 
















trations are well done and faithfully reproduced but 


do not look like the peripheral blood and bone marrow 
cells seen through the microscope. 


This atlas can not be recommended for student or 
technician use 


CHARLTON bDESAUssURE, M.D. 


PHYSICAL DIAGNOSIS by Ralph H. Major, M. D. 
and Mahlon H. Delp, M. D. 5th edition; 358 pp. 
W. B. Saunders Co., Philadelphia. $7.00. 

For those who feel that a Textbook of Physical 
Diagnosis is a necessary evil, this fifth edition of 
Major’s book would be entirely acceptable. With his 
co-author, Mahlon H. Delp, many portions of this 
work, now a standard in many medical schools, have 
been rewritten and rearranged. There are new photo- 
graphs which are excellent but still many older photo- 
graphs which might be considered outdated. The 
illustrations are well done. The chapter on_ history 
taking and recording, now given a deserved prominent 
place, represents the basic, although stereotyped, ap- 
proach to the patient taught to the sophomore and 
junior medical student. The bibliography at the end 
of each chapter is adequate and emphasizes original 
contributions, many of which would be difficult for 
the average librarian to locate. 

In general the book does what it sets out to do. 
It is properly an introduction to physical diagnosis 
for the student of medicine. It is not encyclopedic in 
scope. The authors have been influenced by a rever- 
ence for the historical aspect of medicine in general, 
and Friedrich Muller as a teacher of physical diagnosis 
in particular. They have quite correctly avoided the 
use of the accessory clinical aids such as fluoroscopy, 
electrocardiography, hematologic examinations and 
the like, emphasizing the use of the five senses in 
diagnosis. 

Clinical diagnosis in its broadest dimensions must 
employ fine sensibilities and new modalities. How- 
ever, textbooks of physical diagnosis are still basic 
training and this book commends itself to the medi- 
cal student. 


Ralph Coleman, M. D. 


A MODERN PILGRIM’S PROGRESS FOR DIA- 
BETICS by Garfield G. Duncan, M. D., Clinical 
Professor of Medicine, Jefferson Medical College. 222 
pp. W. B. Saunders Co., Philadelphia. $2.50. 

This little book, entitled “A Modern Pilgrim's 
Progress for Diabetics” by Dr. Garfield G. Duncan of 
Philadelphia in written in the vernacular for patients 
to learn something about their disease. The material 
is presented in the form of a story; a young diabetic 
social worker begins her work in the diabetic clinic 
of a large metropolitan hospital and the story is un- 
folded as she encounters patients with the many 
various problems and complications of diabetes. The 
different questions are presented in a form in which 
they can be easily understood by the patient, the 





suggestions are entirely sound from a medical point 
of view, and nothing of a radical nature is presented. 

In the appendix are many useful suggestions, direc- 
tions for the various technical procedures which dia- 
betics must learn, and a number of helpful dietetic 
tables and recipes. Altogether it is a very useful hand- 
book which might, with considerable advantage, be 
recommended to diabetic patients; it also contains 
enough useful information for the doctor who treats 
diabetics to make it worth his while to review many 
of these pertinent facts. 

Robert Wilson, M. D. 


THE MANAGEMENT OF MENSTRUAL DIS- 
ORDERS By C. Frederic Fluhmann, B. A., M. D., 
C. M. W. B. Saunders Co., Philadelphia, 1956. 
Price $8.50. 

The author is clinical professor of obstetrics and 
gynecology, Stanford University School of Medicine. 
This monograph supersedes an earlier one by the 
same author published in 1939. Knowledge of the 
action of the sex hormones has increased, their com- 
mercial preparation has improved, and their clinical 
application has stabilized greatly in 25 vears. 

The book was written primarily for general prac- 
titioners who attempt to treat menstrual disorders. 
In the first four chapters, it presents in logical 
sequence a_ historical review of the concept of 
menstruation, a discussion of gonadotropins and 
steroid hormones which give rise to and regulate 
menstruation, and discusses its neural and endocrine 
control, 


There follows a description of the characteristics 
of the menarche and of the menstrual disorders of 
adolescence. Next the author discusses the menstrual 
cycle and the systemic changes and disorders which 
go with it. The ovarian cycle and the disorders which 
may accompany ovulation and the uterine cycle with 
accompanying changes in the vulva, vagina, fallopian 
tubes and mammary glands are all described and cor- 
related. 

These chapters are informative, but the average 
general practitioner will not find them either very 
interesting or very helpful. However, the rest of the 
book, he will find interesting and very practical. The 
disorders of menstruation and uterine hemorrhage are 
clearly classified and described, and treatment is 
critically discussed. Dysmenorrhea and the climacteric 
are treated similarly. One chapter is devoted to de- 
tailed description of the treatment of abnormal uterine 
bleeding, and the final chapter lists and describes 
many of the commercial preparations of the sex hor- 
mones. 

The style of the book is concise and scholarly, the 
illustrations are fine, and there is a detailed index. 
The entire subject is presented fairly with due regard 
to differences in attitude and practice. 

J]. Decherd Guess, M. D. 
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PROGRESS IN HEMATOLOGY. Volume I. 


1956. 
Edited by Leandro M. Grune and 
Stratton, Inc. New York. 336 pages. Price $9.75. 


Tocantins. 


Hematology has advanced with rapid strides in the 
past five years and this group of papers in an attempt 
to correlate and bring up to date many of these newe1 
concepts. A very able group of contributors has cov 
ered sixteen topics ranging from abnormal hemo 
globins to chemotherapy of leukemia in a manner easy 
to understand by the physician with only a_ passing 
interest in hematology. 

The accounts of newer therapy with parenteral iron 
and radioactive phosphorous are worth while reading 
for anyone concerned with the treatment of iron 
deficiency anemias or polycythemia. The use of ex- 
change transfusions in erythroblastosis fetalis and the 
mechanism of production of acute fibrinogen defi 
ciencies should be read with interest by pediatricians 
and obstetricians. Other topics of a more investiga 
tional nature are well covered. 

This book is highly recommended for the practicing 
physician, and it is hoped that it will be a yearly 








publication, 


CHARLTON DESAussuRF, M.D. 





DUES AND SPECIAL ASSESSMENTS 
OF STATE SOCIETIES 
Dues Comments 
Alabama $20.00 Dues $50.00 as of 
1/1/57 
Arizona $60.00 Dues $70.00 as of 
1/1/57 
$10.00 for 
AMEF 
Arkansas $25.00 
California $50.00 
Colorado $50.00 
Connecticut $28.00 
Delaware $50.00 
Florida $40.00 
Georgia $25.00 
Idaho $40.00 
Illinois $40.00 $20.00 for AMEF in 
dues. 
Indiana $30.00 
Iowa $60.00 $25.00 increase 
authorized but not 
yet levied. 
Kansas $40.00 
Kentucky $35.00 
Louisiana $50.00 
Maine $35.00 Planned to raise dues 
to $60.00 this June. 
Maryland 
Baltimore City $50.00 
County Society $30.00 
Massachusetts $35.00 
Michigan $45.00 
Minnesota $40.00 
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Mississippi $35.00 Dues to be increased 
$5.00 per year for 
three years. 

Missouri $25.00 

Montana $53.50 

Nebraska $35.00 

Nevada $100.00 

New Hampshire $40.00 

New Jersey $30.00 

New Mexico $70.00 

New York $25.00 

North Carolina $40.00 

North Dakota $75.00 

Ohio $20.00 Dues $25.00 on 
1/1/57 

Oklahoma $42.00 

Oregon 

Pennsylvania $40.00 

Rhode Island $50.00 

South Carolina $20.00 

South Dakota $75.00 

Tennessee $25.00 

Texas $50.00 

Utah $50.00 

Vermont $35.00 

Virginia $25.00 

Washington $35.00 

Washington, D. C. $50.00 

West Virginia $25.00 

Wisconsin $65.00 

Wyoming $25.00 

RECOVERY 


In modern medicine there seems but little room 
left for spontaneous recovery. The idea of a healing 
power of nature, once cherished by generations of 
physicians has become obsolete. The life of modern 
man does not allow of an expectant treatment. Modern 
man, pushed from all sides, professional and private, 
into a heated competition and living in a state of 
permanent insecurity and anxiety, wants to be treated 
as fast as possible with a minimum loss of working 
hours and income. Still, we are taught that certain 
diseases need years, if not the whole life, to develop; 
the intention and the promise to undo this develop- 
ment and to cure by a limited number of convulsive 
states, let us say, must lead to confusion. But so 
strong is the tendency towards rapid cure that man 
is ready as never before to give up his most precious 
and most human endowment, i. e., his consciousness 
to pass into coma and to sacrifice his physical in- 
tegrity, provided he is given the hope to find relief 
from pain and melancholy. The physician may not 
realize that he is not always free in his therapeutic 
devices, and the public may not know that it is put- 
ting heavy demands on the physician's selection of 
treatments which we like to consider as purely bio- 
logical in origin and design. I submit that there is 
always a mutual indebtedness of public and physi- 
cian. 

Walther Riese. Bull. of The Hist. of Med. 30:170. 
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SCTSSORISMS 


A WORD FOR CONSULTANTS 
From Goodlye Doctrine and Instruction 
by John Halle (1529-1566 ) 

When thou arte callde at anye time, 





A patient to see; 
And doste perceave the cure too grate, 
And ponderous for thee: 


See that thou laye disdeyne aside, 
And pride of thyne owne skyll: 

And thinks no shame counsell to take, 
But rather wyth good wyll. 


Gette one or two of experte men, 

To helpe thee in that nede; 

And make them partakers wyth thee, 
In that worke to procede. 


... But one thing note, when tow or moe 
Together joyned be; 

Aboute the paynfull patient, 

See that ye doe agree. 


See that no discords doe arise, 

Nor be at no debate; 

For that shall sore discomforte hym, 
That is in sycke estate. 


For noughte can more discomforte him, 
That lies in griefe and peyne, 

Than heare that one of you dothe beare 
To other such disdeine. 


Wherefore what so ye have to saye, 
In thinges about your arte; 

Let it be done among yourselves, 
In secrete and a parte. 


With one consent uniformlye 
Comforte the wounded man; 
But unto good friends of hys 
Express all that ye can... . 


DEMOCRATIC PLATFORM ON 
SOCIAL SECURITY AND HEALTH 

The general welfare plank of the Democratic Party 
platform opens with the following: “The Democratic 
party believes that America can and must adopt 
measures to assure every citizen an opportunity for a 
full, healthy and happy life. To this end, we pledge 
ourselves to the expansion and improvement of the 
great social welfare programs inaugurated under 
Democratic administration.” It then spells out a 
number of areas of particular interest to physicians. 
They include: 

Social Security—“By lowering the retirement age 
for women and for disabled persons, the Democratic 
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Eighty-fourth Congress pioneered two great advances 
in Social Security, over the bitter opposition of the 
Eisenhower Administration. We shall continue our 
efforts to broaden and strengthen this program by in- 
creasing benefits to keep pace with improving 
standards of living; by raising the wage base upon 
which benefits depend, and by increasing benefits for 
each year of covered employment.” 

Health and Medical Care—“The strength of our 
nation depends on the health of our people. The 
shortage of trained medical and health personnel and 
facilities has impaired American health standards and 
has increased the cost of hospital care beyond the 
financial capacities of most American families. We 
pledge ourselves to initiate programs of Federal 
financial aid, without Federal controls, for medical 
education. We pledge continuing and increased sup- 
port for hospital construction programs, as well as 
increased Federal aid to public health services, par- 
ticularly in rural areas.” 

Medical Research—“Mindful of the dramatic 
progress made by medical research in recent years, 
we shall continue to support vigorously all efforts, 
both public and private, to wage relentless war on 
diseases which afflict the bodies and minds of men. 
We commend the Democratic party for its leadership 
in obtaining greater Congressional authorizations in 
this field.” 

Physically Handicapped—“There are today several 
million physically handicapped citizens, many of 
whom could become self-supporting if given the op- 
portunity and training for rehabilitation. We pledge 
support to a vastly expanded rehabilitation program 
for these physically handicapped, including increased 
aid to the states, in contrast to the grossly inadequate 
action of the Republican Administration.” 
































